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Protein therapy is important in all branches of medicine. 











Every cell of every tissue requires protein for growth and 
repair. Protein requirements are therefore frequently enor- 
mous. How may protein beadministered in large amounts? The 
simplest and best way is by mouth, for any patient who can 
swallow. Infusion hazards are avoided; more complete nutri- 
tion is provided.* e¢ ‘DeLcos’ Protein-Carbohydrate Granules 
present palatable, concentrated, whole protein of high biologic 
value, protected from wasteful use as energy. ¢ Patients like 
the taste of “DeLcos’ Granules, and will accept it almost ad 
libitum. Dosage may be pushed to the limit and maintained 
at a high level indefinitely. Moreover, since ‘DELCos’ Granules 
provide carbohydrate-protected, whole protein, containing 
strepogenin,* a factor lacking in protein hydrolysates and 
mixed amino acids, maximal nutritional efficiency is achieved. 
Controlled growth tests have shown that ‘DeLcos’ Granules 
are biologically superior to beefsteak. e¢ ‘Dextcos’ Protein- 
Carbohydrate Granules contain casein and lactalbumin, pro- 
viding a balanced combination of all the essential amino acids, 
as whole protein, protected from wasteful use as energy by carbo- 
hydrate (30%). Supplied in 1-lb. and 5-lb., wide-mouthed jars. 
Sharp & Dohme, Philadelphia 1, Pa. 


~Editorial: J.A.M.A., 131:826, July 6, 1946, 
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The Painful Shoulder 


RALPH K. GHORMLEY* 


UNIVERSITY OF MINNESOTA GRADUATE SCHOOL OF MEDICINE, ROCHESTER, MINN. 


pares our knowledge of the problem of pain 

in the shoulder and the arm to knowledge 
of the problem of sciatic pain, it will be seen 
that there has been a comparatively small 
amount of work and writing on the shoulder 
in the past few years. Perhaps the subject of 
sciatic pain has been overemphasized, but out 
of all the many papers written on that subject 
has certainly come an improved knowledge of 
sciatic pain. Probably more thought needs to 
be given to the problem of the lame shoulder, 
and because of the frequent association of this 
condition with the problem of pain in the arms 
and neck, it becomes even more complicated 
than the problem of sciatic pain. 

The anatomic aspects of the shoulder girdle 
and arm are extremely complex, and knowl- 
edge on this subject is not yet complete. The 
relationship of the anatomy to evolutionary 
changes cannot be overlooked, and the func- 
tional components of all the parts of the arm 
and shoulder girdle are certainly not thorough- 
ly understood. Much has been learned about 


I: IS UNDOUBTEDLY true that when one com- 
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them, but because of the complexity of the 
anatomy and physiology much more remains 
to be learned. It is not our purpose herein to 
elaborate on problems in the anatomy or phy- 
siology of the shoulder, but to discuss the more 
common problems of lesions of the shoulder 
which cause pain, and the differential diagnosis 
and treatment of such lesions. But we cannot 
forget that the very complexity of the shoulder 
mechanism makes these problems in them- 
selves peculiar to the region in question. 

Anyone interested in lesions of the shoulder 
and a broad discussion of the whole subject 
should read Codman’s The Shoulder.’ Careful 
study of the problems related by Codman to 
this structure brought out two important facts: 
(1) recognition of the lesion of torn infra- 
spinatus tendon, and (2) the relationship of 
degeneration of the supraspinatus tendon to 
calcified deposits in the subdeltoid bursa. 

In a more practical way the painful shoulder 
must be discussed from the standpoint of lesions 
of the shoulder alone and from the standpoint 
of lesions associated with pain in the arm or cer- 
vical portion of the spinal column. Sometimes 
the differential diagnosis may be difficult, but 
for a proper approach to therapy, a correct 
diagnosis is desirable. One must always re- 
member that in addition to the shoulder joint 
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the acromioclavicular joint is likewise a part 
of the shoulder girdle and may at times give 
rise to much discomfort. Lesions of this joint 
will be discussed later. 

The most common lesions of the shoulder 
joint itself are not those of an arthritic nature. 
Fairly extensive damage to the articular sur- 
faces of the head of the humerus and glenoid 
may occur without causing serious discomfort 
or annoyance. In this respect, the shoulder dif- 
fers from the hip joint, which is, of course, 
mainly a weight-bearing joint, and for that rea- 
son the lesions of the weight-bearing articular 
surfaces are the main points of trouble in the 
hip. Since the shoulder joint, on the other 
hand, is not a weight-bearing joint, the lesions 
of the capsular structures and musculotendi- 
nous cuff are the important ones from a prac- 
tical clinical standpoint. When these are 
excluded, many of the common causes of 
shoulder pain are absent. 


“FROZEN SHOULDER, “PERIARTHRITIS, 
“TENDINITIS” 

Diagnosis—This condition constitutes one of 
the most common and most troublesome le- 
sions causing painful shoulder, and because oi 
the variable amount of limitation of motion cf 
the shoulder, the lesion is one of the most dis- 
abling. Its etiology is frequently obscure. Its 
onset is usually rather insidious, with mod- 
erately severe pain. Sometimes, the onset is sud- 
den and is accompanied by severe pain. Also, 
usually, the patient, either on the advice of a 
physician or because of his own intuition, 
keeps the shoulder fixed over a period of sev- 
eral days, during which time the symptoms 
may abate to some extent, but then the patient 
finds that movement has become restricted 
and that attemped forcing of the movements 
brings on severe pain. The variable type of on- 
set probably is due to the fact that a variable 
type of inflammation initiates the condition. 
There is no definite knowledge as to just which 
structures are involved. Codman’ called the un- 
derlying condition “tendinitis” but said, “It 
would require greater knowledge than is at the 
present time available to separate it patho- 
logically from arthritis, bursitis, calcified de- 
posits or from ‘rim rents’ of the supraspinatus.” 
Lippmann* wrote that the common cause of 
frozen shoulder or periarthritis is inflamma- 
tion in the sheath of the tendon of the long 
head of the biceps. Others have ascribed the 
lesion to other particular parts of the capsule 
or musculotendinous cuff. 

The likely sequence of events leading to a 
frozen shoulder is inflammation in some por- 
tion of the musculotendinous cuff or capsule 
which is painful and which leads the patient to 
restrict motion of the shoulder. Spread of the 
process to the margin of the joint causes adhe- 
sions to form which produce greater restriction 
of motion. When motion is forced, pain is ex- 
acerbated and further restriction by the patient 
is likely until the limitation of motion becomes 
the more striking feature of the clinical pic- 
ture. Once restriction of motion has been 
established, any effort at increasing the move- 











ment causes pain and a vicious circle is estab- 
lished. The typical frozen-shoulder syndrome 
is a lesion of middle or late adult life. 


Ae THE more common frozen- 
shoulder syndrome is not usually a part 
of a generalized arthritis, it may occur in such 
cases, and is often found as a complication in 
any condition requiring prolonged fixation of 
the shoulder joints. In such conditions as frac- 
ture of the humerus or forearm with pro- 
longed fixation, postoperative treatment in 
which the shoulder may be fixed for a long 
time, and in some cases of prolonged illness 
such as cardiac disease, a frozen shoulder will 
develop unless care has been taken to see that 
the shoulder is moved frequently during the 
convalescence. 

Pain may be constant; it is always exacer- 
bated on activity. Extension of pain down the 
arm may be of variable degree, and often is 
increased as the lesion becomes more nearly 
permanently established. Extension to the re- 
gion of the insertion of the deltoid muscle to 
the humerus is not uncommon. Pain over the 
suprascapular area and along the trapezius 
muscle is fairly common. This, again, depends 
to some extent on the severity of the condition 
and the amount of protective muscular effort 
the patient may be consciously or unconscious- 
ly exerting. Swelling and local heat are symp- 
toms not commonly noted. 

On examination, the physician as a rule finds 
a patient in a variable degree of distress, carry- 
ing the arm with the elbow at the side and 
oftentimes supporting the forearm and elbow 
with a sling or the opposite hand. On both in- 
spection and palpation, there may be evident 
some degree of atrophy of the shoulder mus- 
cles, depending on the duration and severity 
of the symptoms. Tenderness is not sharply or 
constantly localized, but is usually found 
around the attachment of the capsule to the 
head of the humerus. In some instances, it may 
be more marked along the bicipital groove and 
in others over the area of the subacromial 
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bursa. The most constant and definite observa- 
tion is marked restriction in the movements 
of the shoulder joint. In the testing of these 
movements the physician must be careful to 
distinguish between scapulohumeral move- 
ment and movement of the entire shoulder gir- 
dle. The examiner can determine the amount 
of scapulohumeral movement by grasping the 
scapular angle and holding it with one hand 
while with the other hand he grasps the hum- 
erus and determines the range of its movement. 
In the frozen shoulder, movements are limited 
in all directions: when the condition is more se- 
vere, this limitation reaches an almost complete 
stage, whereas when it is milder, the limitation 
is less marked. Bony ankylosis does not occur. 

An important aid in the diagnosis is the 
roentgenogram. Usually, the roentgenogram 
will disclose nothing in the earlier stages, but 
as time goes on, a variable amount of osteo- 
porosis may be noted, in both the head and the 
neck of the humerus and in the scapular neck. 
It is important to look carefully for other le- 
sions in the bones in order to exclude any 
possible complicating factor. Changes in the 
capsule, such as calcification of the subdeltoid 
bursa or peritendinous calcification, are seldom 
seen in the typical case of frozen shoulder, al- 
though frozen shoulder may complicate these 
lesions. 

It is very important, however, to note the 
amount of osteoporosis that is present. In cases 
in which an extreme degree of osteoporosis 
is found, the physician should be very careful 
in any attempts at manipulation therapy, be- 
cause of the danger of producing pathologic 
fracture. 

Treatment—The treatment of this condition 
varies according to the stage of development 
of the lesion. In the earlier stages, manifested 
by local pain and limitation of motion, various 
forms of heat applied locally may be helpful, 
although it has been found that light doses of 
roentgen rays are about as effective as any 
treatment: As a rule, the patient should be per- 
suaded to continue use of the arm as much as 
he can, in order to avoid the fixation and ad- 
hesions which are bound to follow when the 
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shoulder is given a prolonged rest. Hot packs, 
diathermy, or radiant heat may be used with 
somewhat less effective results. Injections of 
procaine hydrochloride may help to relieve 
acute pain and promote early motion. Aspirin 
is often useful to control pain, but codeine or 
even stronger sedative agents may be necessary 
when the condition is more acute and severe. 
At times, the shoulder must be put at rest by 
means of a sling or an airplane splint and in 
an occasional case, when the condition is very 
severe, rest in bed with traction may be neces- 
sary to relieve the patient in the more acute 
phases of the condition. As the pain subsides, 
if motion has been stopped, it should be re- 
sumed and graduated as fast as the patient can 
induce it in order to hasten the return of func- 
tion. In my experience, until there has been a 
return of motion to its full range, some pain 
will remain; so that restoration of the joint 
motion is a most important part of the treat- 
ment. 

When the condition is subacute or milder or 
when there is only a moderate degree of limita- 
tion of motion, physiotherapy with active and 
passive exercises may restore motion to normal 
and entirely relieve the condition. When the 
condition is more advanced, and when there 
is marked limitation of motion, I have found 
that a much more rapid recovery will take 
place if the shoulder is manipulated with the 
patient under the influence of anesthesia and 
if a full range of motion is obtained. As a rule 
after injection of the suprascapular nerve with 
procaine hydrochloride, pentothal sodium 
anesthesia is used. As soon as the patient be- 
comes relaxed, the physician grasps the arm 
close up toward the shoulder joint with one 
hand and with the other hand, holds the scap- 
ula, and then applies firm upward pressure 
on the humerus. The physician must be care- 
ful not to force the patient’s arm too vigorously 
or to grasp the arm close to the elbow, because 
the force exerted on the humerus with long 
leverage may cause fracture. As the shoulder 
is manipulated in this way, adhesions are felt 
to break, and after this a full range of motion 
usually can be carried out. If full range is not 
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accomplished, manipulation may be repeated 
in a few days. In some instances, it may be nec- 
essary to force an additional rotary motion in 
order to regain the full range of movement. 
Rotary force must be exerted carefully because 
of the danger of fracturing the neck of the 
humerus. 

Immediately after manipulation, four things 
must be done. First, when the patient is re- 
turned to his bed, the arm should be tied to the 
head of the bed, so that a position of extreme 
abduction and external rotation is maintained. 
Second, roentgenograms should be made so 
that it can be certain that no damage has been 
done. Third, ice caps should be applied to the 
patient’s shoulder to minimize the amount of 
swelling. Fourth, a physiotherapist, or an as- 
sistant, or the surgeon should see the patient as 
soon as he has recovered from anesthesia, and 
should put the patient’s arm through a full 
range of movement. Such a procedure will as- 
sure the patient that it can be done, and will 
encourage more active effort on his part to con- 
tinue active movement of the joint. Daily or 
twice daily treatment by the physiotherapist 
should be continued for several days until the 
patient can actively perform a normal or nearly 
normal range of movement, and the patient 
should be encouraged to continue such exer- 
cises until a full range of movement is ob- 
tained. 


SUBDELTOID BURSITIS 
Diagnosis—This entity usually is clear-cut 
when a definitely calcified bursa is present, but 
in the absence of calcification, the diagnosis 
may be difficult to make and the condition 
often confused with an early stage of periar- 
thritis or tendinitis. Location of the lesion is 
fairly constant. The extent, shape and size of 
the bursa, however, are markedly variable. Ac- 
cording to Codman,’ “The subacromial bursa, 


the subdeltoid bursa, and the subcoracoid bursa 
are one and the same thing, although films of 
tissue may separate them.” 

In the most characteristic picture of subdel- 
toid bursitis, the patient is usually in his middle 

















years, and notices pain on certain movements 
of the shoulder joint, particularly on internal 
rotation and perhaps extreme external rotation. 
There may be attacks of much more severe 
pain, and during such attacks, movements of 
the shoulder are much more sharply limited, 
oftentimes severely disabling. It is usually dur- 
ing or after such an attack that a physician is 
called, and after roentgenologic examination 
is carried out, a diagnosis of calcified subdel- 
toid bursitis is made. 

In the severe attacks examination usually ,e- 
veals marked limitation of movement, with 
extreme tenderness over the area of the bursa 
and, at times, some degree of palpable and visi- 
ble swelling in this region, particularly in slen- 
der persons. Movements, active and passive, 
are greatly limited. Pain at times may extend 
to the arm and even to the forearm, a phenom- 
enon which has never been adequately ex- 
plained. One explanation that I have felt 
plausible is that when severe pain occurs, pro- 
nounced spasm of the scapular muscles and 
muscles of the neck is set up and a secondary 
scalenus anticus syndrome results. 

The demonstration of calcification in the 
area of the bursa at roentgenologic examination 
usually confirms the diagnosis, although it 
should be noted that fairly extensive calcifica- 
tion of a bursa may occur without production 
of any symptoms at all. Often, a minimal 
amount of such calcification develops in cases 
in which degeneration of the supraspinatus 
tendon has occurred and some of the calcare- 
ous material has escaped into the bursa. In 
most cases, when a typical syndrome of bur- 
sitis exists, a more extensive deposit of calcare- 
ous material is found in the bursa. 

Treatment—Numerous forms of treatment 
have been advocated for this condition. The 
very fact that numerous treatments have been 
proposed probably shows that none is by any 
means perfect. There are actually two stages 
at which treatment can be administered: (1) 
the chronic stage, and (2) the stage of acute 
flare-up. So far as the calcification is concerned, 
it must be remembered that calcification may 
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disappear without any treatment whatever. 
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Figure 1. Important parts of the pathology of 
calcified bursitis. Note the degeneration of the ten- 
don, with particles collecting in the bursal sac. (Re- 
produced, with permission, from Codman, E. A.: 
“The Shoulder,” p. 68. Boston, published by the 
author, 1934). 


In the treatment of the chronic stage, where 
calcification is present, efforts generally are 
directed toward stimulation of absorption of 
the calcified mass, since it is generally felt that 
with disappearance of the calcified area, the 
symptoms will subside. 


T THE Mayo Clinic it is our plan to inject 
A the area of calcified mass or bursa with pro- 
caine hydrochloride. We first use a short 
needle. A skin bleb is raised over the region of 
the bursa, and through this area the bursa is 
reached. With a 50-mm. needle, about 20 cc. of 
a 1 per cent solution of procaine hydrochloride 
is injected into the area of the bursa; the posi- 
tion of the point of the needle is changed fre- 
quently so that the entire area of the bursa is 
anesthetized. With the same needle, numerous 
punctures of the bursa are made. Often, the 
calcification can be felt by the grating sensa- 
tion produced when the tip of the needle en- 
counters the calcification. Aspiration of the 
bursa contents is advocated by some. If a larger 
bore needle is used, the contents of the bursa 
can be partially removed in some cases. In my 
experience, however, complete removal of all 
of this material has been difficult in most cases. 
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Indeed, it is my feeling that complete removal 
is not necessary, because most of the material 
will be absorbed after thorough “needling” of 
the mass. 

After the injection procedure, the patient is 
encouraged to move the shoulder through as 
free a range of movement as is possible. The 
day after the procedure is carried out, physio- 
therapy is commenced. It is my experience that 
the best form of physiotherapy is the old- 
fashioned “plate” or conventional diathermy. 
This seems to relieve the pain much more satis- 
factorily than the more modern “short-wave” 
type. With the diathermy light massage should 
be given, and the passive and active movements 
carried out to maintain a normal range of 
movement. In cases of frozen shoulder manipu- 
lation may also be necessary. For patients who 
do not show any improvement within a week 
or ten days, the injection procedure may be 
repeated. 


FF” patients who experience an acute flare-up 


of pain in an old bursitis, the same proce- 
dure may be carried out. The injection of pro- 
caine hydrochloride often will bring prompt 
relief from pain, and although this effect is of 
short duration, it is encouraging to the patient. 
The conventional diathermy treatment often 
will help to relieve the pain and to hasten re- 
covery. 

For the more acute phases of the condition, 
roentgen therapy may be employed. This type 
of treatment has often relieved such episodes, 
and it has given considerable permanent relief 
in some cases. Calcified masses may disappear 
after this form of treatment, but it must be re- 
membered that at times they may also disap- 
pear without any treatment. 

In an occasional case in which pain is very 
severe, it may be necessary to have the patient 
go to a hospital. The patient’s arm may be 
placed on an airplane splint or in traction with 
the maintenance of slight abduction to keep it 
in a position of maximal comfort. Sedative 
agents such as codeine and morphine sulfate 
may be necessary in an occasional case. 


Occasionally, if the conservative types of 
treatment do not relieve the condition, excision 
of the calcified mass may be necessary. It 
should be noted that the mass may become os- 
sified; in such instances conservative therapy 
will not help, and excision becomes necessary. 


1 Exerescenees - 


4 Bursal osteitis 
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© Trabecular atrophy 


Figure 2. Diagrammatic representation of the 
changes in rupture of the supraspinatus tendon. 
(Reproduced, with permission, from Codman, E. A.: 
“The Shoulder,” p. 91. Boston, published by the 
author, 1934). 


TORN SUPRASPINATUS TENDON 


Codman* again must be credited with bring- 
ing this lesion to the attention of the medical 
profession. His accurate description of the 
pathologic aspects and the sequence of events 
leading to the condition was given to us as 
early as 1911, but the profession, being slow to 
accept the idea, did not generally recognize the 
lesion until the past decade. In Codman’s book, 
already referred to, he named partial and com- 
plete rupture of the supraspinatus tendon as 
the cause of half of the painful shoulders en- 
countered, excluding such obvious diagnoses 
as tumors, fractures, and dislocations. He indi- 
cated that in a quarter of such cases partial 
rupture of the supraspinatus tendon has oc- 
curred, that in 15 per cent of cases the patients 
are women, and that the average age of a pa- 
tient is forty-nine years. Complete ruptures, on 
the other hand, would be found in another 
quarter of such cases; in these the average age 
of the patient is fifty-five years, and 8 per cent 
are women. 
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To appreciate the significance of the fre- 
quency of occurrence of the lesion, the fact 
must be accepted that in a great many cases 
partial degeneration of the supraspinatus ten- 
don takes place as part of the senescent process. 
Codman’ said that “we do not know what the 
first step in the retrograde process is. It may be 
traumatic infarction, or perhaps due to a gen- 
eral toxic condition.” Codman’s observations, 
which were made on cadavers as well as on liv- 
ing human beings, have been substantiated by 
others, so that they are now generally accepted 
as valid. 


our experience at the clinic, this condition 
usually is found among middle-aged or older 
persons who, after some mild or severe strain 
of the shoulder, felt a pain in the area of the 
supraspinatus attachment. This pain usually 
is increased on movement of the shoulder, par- 
ticularly on abduction. The pain is not severe, 
as a rule, but is annoying and fairly constant. 
According to Codman, in a typical case there 
are eighteen conditions to be fulfilled in the 
making of a diagnosis. These are as follows: 
The patient is a laborer, more than forty years 
old who had no symptoms prior to the acci- 
dent; he sustained an injury, usually a fall, with 
immediate sharp, brief pain, and more severe 
pain the next night; loss of power of eleva- 
tion of the arm occurred; the roentgenogram 
disclosed nothing abnormal; there was little, 
if any, restriction when the patient was stoop- 
ing; there were faulty scapulohumeral rhythm, 
a tender point, a sulcus, an eminence at the in- 
sertion of the supraspinatus which caused the 
patient to wince, and soft crepitus as the tuber- 
osity disappeared under the acromion, and 
usually, also as it reappeared during the de- 
scent of the patient’s arm. 

In our experience, it is difficult to be sure of 
the diagnosis when the condition is milder. In 
the presence of more extensive tears of the 
musculotendinous cuff, the disability is greater 
and more persistent. Milder degrees of tears, 
although they undoubtedly exist and can be 


diagnosed at the time of injury, may heal spon- 
taneously and leave little or no disability. This 
is particularly true if they are treated in an ab- 
duction splint for a period of two or three 
weeks immediately after the injury. 

When the condition is chronic, weakness 
may or may not be found on abduction, par- 
ticularly at initiation of the abduction move- 
ment. A tender spot at the insertion of the 
supraspinatus tendon usually is found. An al- 
most constant observation is the soft crepitus 
noticed beneath the acromion on passive ab- 
duction of the humerus. 

In more extensive tears at the musculotendi- 
nous cuff, the most definite finding is the 
patient’s inability to abduct the arm actively. 
This must be distinguished from inability to 
abduct the arm actively in cases of frozen 
shoulder. In tears of the musculotendinous 
cuff, active abduction is limited, whereas in 
frozen shoulder, both active abduction and 
passive abduction are limited. Distinction from 
injuries to the axillary nerve must be made. 
When this nerve has been injured, atrophy of 
the deltoid muscle is severe and there is usual- 
ly a well-defined area of anesthesia. 

The treatment of extensive tears of the 
musculotendinous cuff is surgical. In some 
cases plastic repair of the cuff can be accom- 
plished by fascial transplants and sutures. 
When the tear is more severe, arthrodesis may 
be necessary to obtain relief from symptoms. 


TENOSYNOVITIS 


I have already indicated that in the early 
stages of the group of conditions called “frozen 
shoulder,” tenosynovitis may be an important 
part of the underlying pathologic process. In 
some instances it is possible to identify such a 
lesion. Pain along the region of the bicipital 
groove and marked tenderness on pressure 
along the groove, together with pain on exter- 
nal rotation of the head of the humerus, are 
noted in these cases. Rest generally brings re- 
lief from pain that is caused by inflammation 
of the tendon or its sheath. Other tendons may 
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be the sites of inflammation, but none are so 
discrete and vulnerable as the long head of the 
biceps. Tenderness over the tip of the coracoid 
process at times may be the only definite find- 
ing at examination. A diagnosis of localized 
inflammation of the attachment of the coraco- 
brachialis muscle and short head of the biceps 
may be made. 


THE ACROMIOCLAVICULAR JOINT 


Diagnosis—Two lesions of this joint are 
worth noting as causes of shoulder pain: (1) 
separation of the acromioclavicular joint, and 
(2) arthritis of the acromioclavicular joint. 

Separation of the acromioclavicular joint is, 
as a rule, the result of injury, although an oc- 
casional patient may be seen whose condition 
has arisen without injury, apparently the result 
of congenital relaxation of the acromioclavic- 
ular ligaments. The condition generally is 
easily recognized; tenderness is localized to the 
region of the acromioclavicular joint and defi- 
nite relaxation of the joint is demonstrated by 
pressure on the acromial end of the clavicle. 
When the condition is acute, there may be ad- 
ditional evidence of injury manifested by local 
swelling and limitation of the ability of the 
patient to abduct the arm actively. When it is 
chronic, the symptoms are variable; sometimes 
only the prominence at the outer end of the 
clavicle is noted, whereas in other instances 
pain and some lass of the patient’s ability to 
abduct the arm are noted. 

Treatment—When the condition is acute, 
treatment should consist of fixation by means 
of adhesive strapping passed over the shoulder 
and around the flexed elbow, with a pad over 
the outer end of the clavicle to retain its posi- 
tion. In my experience, such a retention strap 
must be applied very carefully and retained 
for a long time in order to be sure of healing 
without some degree of subluxation. Others 
have advocated the use of various types of in- 
ternal fixation in acute forms of this condition. 

For patients who have chronic dislocations 
of the acromioclavicular joint, with a minimal 


amount of symptoms, it is doubtful if any 
treatment is indicated. For those who complain 
of pain and lessened function, surgical repair 
should be attempted. It is not my intention 
here to discuss the various methods of surgical 
repair in use. In many cases it is necessary to 
repair the coracoclavicular ligaments as well 
as the acromioclavicular ligaments. 

Definite arthritis of this joint is seen fairly 
frequently. Such a lesion is manifested by pain 
usually localized to the area of the acromiocla- 
vicular joint, and this pain is aggravated by 
movements of the shoulder girdle. Hyper- 
trophic changes may be visible in the roent- 
genogram. Rest, with applications of heat in 
the form of either hot packs or radiant heat, 
generally relieves the acute painful episodes, 
although the condition often may be chronic 
and pain may recur. Light doses of roentgen 
rays may be helpful. 


OTHER CONDITIONS CAUSING PAINFUL SHOULDER 


Many other conditions may be found less 
frequently to be causative factors of pain in the 
shoulder. Tumors of the head of the humerus 
and of the scapula as well as of the soft parts 
must be considered, as must old fractures with 
traumatic changes about the shoulder joint, 
acute fractures and any fracture dislocations. 
Fractures of the greater tuberosity of the 
humerus may be unrecognized and cause pain 
in the shoulder when not properly treated. 
Rheumatoid arthritis, tuberculosis, and other 
inflammatory lesions must be considered. I 
have seen several patients with paralysis of the 
scapular group of muscles whose main ¢com- 
plaint was vague pain in the region of the 
shoulder girdle. This is particularly true of 
paralysis of the trapezius muscle after injuries 
to the spinal accessory nerve and in cases of 
paralysis of the serratus anterior muscle caused 
by injury of the long thoracic nerve (Bell). 
Postural strains and occupational strains may 
be, fairly frequently, the cause of pain in the 
shoulder. Such strains are seen where the pa- 
tient’s arm is carried at an awkward angle be- 
cause of some deformity of the elbow. One of 
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the most common symptoms of the complex 
known as “fibrositis” is pain in the suprascap- 
ular portion of the trapezius muscle. Expansion 
of such a lesion along the muscles of the shoul- 
der girdle toward the shoulder joint may be a 
common cause of pain in the shoulder. 

I have only briefly touched on the relation- 
ship between shoulder pain and arm pain and 
their relationship, in turn, to lesions of the cer- 


vical part of the spinal column. Space does not 
permit a discussion of this subject herein. It is 
sufficient to say that there is a definite interre- 
lationship, and that differential diagnosis of 
the underlying conditions often is a difficult 
problem. In cases of pain in the shoulder with 
secondary pain in the arm, relief of the arm 
pain will follow relief of the underlying shoul- 
der condition. 
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medicine as old as the art of healing itself. 
It is not a specialty but rather a point of 
view which applies to all aspects of medicine 
and surgery. It does not mean to study the 
soma less but to study the psyche more. Its 
subject matter is founded on the important ad- 
vances in physical medicine as well as on the 
biologically oriented psychology of Freud, 
without whose epochal discoveries no work on 
psychosomatic medicine could be attempted. 
Physicians have always known that the emo- 
tional life has something to do with illness, but 
the structural concepts introduced by Virchow 
led to the separation of illness from the psyche 
of man and a consideration of disease as only 
a disorder of organs and cells. With the con- 
cept of the separation of disease into many 
different ailments came the development of 
specialists to attend to all the distinct diseases. 
With the specialists came the introduction of 
instruments of precision, and the mechaniza- 
tion of medicine began. Medicine now con- 
tented itself with the study of the organism as 
a physiologic mechanism; blood chemistry, 
electrocardiography, and other methods of 
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physical investigation were highly regarded, 
while the psychologic background of the pa- 
tient was often looked down upon, since it 
was considered not so scientific as the results 
of laboratory studies. This period may, in truth, 
be referred to as the “machine age in medi- 
cine.” It is not to be denied that remarkable 
developments have occurred during this period 
of laboratory ascendancy, but it also must be 
admitted that the emotional side of illness has 
been almost entirely neglected. 


PSYCHOSOMATIC PROBLEMS 


Defined as bodily disorders whose nature can 
be appreciated only when emotional factors 
are investigated in addition to physical factors, 
psychosomatic affections can be studied in the 
following manner: 

1. Between the small number of obviously 
psychotic patients and the larger number who 
are sick solely because of physical disease, and in 
whom emotional factors play no part, the phy- 
sician sees a vast number of sick people who 
are not “out of their minds” and yet do not 
have any definite bodily disease to account for 
their illness. Psychosomatic medicine is much 
concerned with the latter group (Group I). 
It is reliably estimated that about a third of the 








Skabasit ieee 








boc opment 








Sty PE tninrex ann 





PSYCHOSOMATIC 


patients who consult a physician fall into this 
classification. These constitute the so-called 
purely “functional” problems of medical prac- 
tice. 

2. Another large group of patients who con- 
sult a physician have symptoms that are in 
part dependent upon emotional factors, even 
though organic changes, of nonpsychogenic 
origin, are present (Group II). This second 
group is even more important than the first 
from the standpoint of diagnosis and treatment. 
Their psychosomatic problems are often very 
complicated and, because serious organic dis- 
ease may be present, the psychic factor is 
capable of doing more damage to them than to 
those in the first group. This phase of the sub- 
ject is especially well illustrated by many in- 
stances of organic heart disease. While a 
neurotic with a normal heart may suffer a 
great deal subjectively and may even have 
a disturbance of cardiac function marked by 
various forms of arrhythmia, the heart, certain- 
ly in the ma‘ority of such patients, remains 
structurally healthy. But the neurotic patient 
who has organic heart disease may add a real 
burden to the work of his heart, either through 
constant tension of psychic origin or, more 
especially, by means of acute episodes of emo- 
tional origin. This may hasten a cardiac break- 
down which might be indefinitely postponed 
if there were no psychic stress. Thus the psychic 
factors may be even more important than the 
physical in producing incapacity. 

3. Psychosomatic medicine is much _ inter- 
ested in disorders generally considered wholly 
within the realm of “physical disease,” which 
have to do with the vegetative nervous system, 
such as migraine, asthma, peptic ulcer, and 
essential hypertension (Group III). It is be- 
lieved that psychic factors may be of great 
importance in their etiology and, of even more 
importance, in their management. 


PRESENT MANAGEMENT 

The illness is “functional”—How does mod- 
ern medicine handle patients whose problems 
are primarily psychosomatic? When we review 
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our present management we find that the 
patients in Group I are commonly told that no 
organic disease is present and that the whole 
thing is “functional.” They are often dismissed 
without further care, only to land eventually 
in the hands of some irregular practitioner or 
quack healer. Certainly in dealing with many 
of these patients it is necessary to do more than 
assure the patient of the absence of physical 
disease. Nor does it do to dismiss a patient with 
the statement that his illness is “functional.” 
To the physician this term usually means “psy- 
chogenic,” although he does not always admit 
it even to himself. All kinds of twists and turns 
are taken to avoid the use of the hated term, 
psychogenic. Often “neurogenic” replaces it 
and thus the physician is permitted to cling to 
the notion that somehow there is a physical 
answer to the problem. This point will be dis- 
cussed shortly. 

Sometimes the patient is told that the phy- 
sician does not think that anything is the 
matter, but suspicion is cast upon some organ 
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or system which needs watching and care. For 
example, the patient with symptoms referred 
to the heart region is told that his heart is all 
right. Nevertheless, he is cautioned to rest, 
medicine is given, and each time that he visits 
the physician his heart is examined again, or 
his blood pressure is taken. It is impossible to 
eradicate the suspicion of organic disease under 
such circumstances. This point will be consid- 
ered later, but here it may be emphasized that 
in dealing with the majority of functional 
problems we must examine thoroughly, satisfy 
ourselves as to the absence of physical changes 
and then stop examining with the statement, 
“You have no evidence of organic disease.” 

Pathologic curiosities—Very frequently, fol- 
lowing thorough study by means of the usual 
medical history, physical examination, and 
laboratory investigation, some “pathologic curi- 
osity”* is discovered which really has nothing 
to do with the illness, but the patient is then 
treated from the standpoint of organic disease, 
and is subjected to unnecessary medical or sur- 
gical treatment, which in many instances inten- 
sifies the neurotic condition. For example, a 
common cause of fatigue is not infection but 
emotional conflict which uses up so much 
energy that little is left for other purposes. A 
patient with chronic fatigue may be studied 
from every possible physical standpoint and 
finally—especially in the presence of long con- 
tinued, low fever—suspicion rests upon mini- 
mal (and obsolete) tuberculosis of the lungs. 
Long periods of rest in bed or sanatorium may 
follow. 

The error in the study of such cases is the 
fixation on physical factors and the absence 
of attention to emotional factors so that the 
physician himself becomes a pathogenic agent 
in helping to fix the neurosis. 


ORGANIC TRADITION IN MEDICINE 


As a consequence of this structural and phy- 
siologic tradition in medicine, a large number 
*By “pathologic curiosity” is meant some congenital or 


acquired lesion that has no significance from the standpoint of 
the present illness. 


of physicians pride themselves upon their un- 
willingness to concede the absence of physical 
disease when dealing with an obscure illness. 
In discussing such a patient they are apt to say, 
“but there must be something the matter,” 
meaning that there must be a physical basis 
for the illness. And they furthermore believe 
that future researches along the lines of physi- 
cal medicine will eventually uncover the hidden 
causes—infectious, allergic, endocrine, or meta- 
bolic—responsible for such obscure illnesses. 

Still another group of physicians are willing 
to believe that psychic factors have something 
to do with illness, but they have only a vague 
notion of the part that such factors play. These 
physicians recognize that there is a “neurogenic 
factor” or a “large nervous element” present, 
but they look upon it as a secondary feature 
and probably a consequence of the physical 
disorder. While freely acknowledging the rela- 
tion of psychic causes to such physiologic phe- 
nomena as blushing, weeping, gooseflesh, 
vomiting, and diarrhea, they nevertheless find 
it difficult to believe that more prolonged 
(chronic) disturbances of a physiologic nature 
can possibly be psychic in origin. 

They are the physicians who often remark 
about a patient, “but he doesn’t look neurotic,” 
perhaps imagining that such a patient should, 
by his general apprehension or by evidences of 
physical nervousness, betray the fact that 
neurosis is present. Their approach to the emo- 
tional problem is apt to consist of the question, 
“Are you worried about anything?” Unfor- 
tunately, most neurotics do not betray the neu- 
rosis in their appearance, nor is their emotional 
problem so simple that the direct question, 
“Are you worried about anything?’ will pro- 
duce material of importance. 


HE special point of this presentation is that 
‘E sone technics of diagnosis and 
treatment must become an integral part of the 
practice of medicine so that physicians may 
fulfill their promise and meet the challenge of 
present-day medical problems. The enormous 
number of psychoneurotic and psychosomatic 
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problems turned up by the Selective Service 
process and encountered in military medicine 
indicates where the emphasis must be placed 
in the future practice of medicine. It is my be- 
lief that just as World War I established psy- 
chiatry on a firm scientific basis, so will the 
knowledge derived from World War II bring 
about the final integration of psychiatry into 
medicine—in other words, into the practice of 
psychosomatic medicine. 


PSYCHOSOMATIC APPROACH TO DIAGNOSIS 
AND TREATMENT 

If we are to deal effectively with emotional 
problems in illness and disease, physicians must 
be given a basic training and experience in 
psychopathology parallel with and equal to 
their training in tissue pathology. In the same 
manner that a wise and experienced gross 
pathologist makes shrewd guesses from the 
gross appearance of the organs, so may the ex- 
perienced clinician make shrewd guesses from 
gross distortions of the personality. But he is 
in a much happier position if he knows the 
underlying structure of the personality. Such 
knowledge is now available, and our medical 
schools are gradually begining to teach it. 
Moreover, this knowledge must become an 
automatic part of medical thinking and of the 
management of patients. 

Therefore, from the moment that the gen- 
eral physician meets his patient he must be 
trying to differentiate or evaluate somatic dis- 
ease, distinguish the early. or borderline psy- 
choses, and estimate the role of the emotions in 
producing sym) i.oms. Thus he must be able to 
establish posi. /e data in regard to the person- 
ality structure of the patient—the relationship 
of symptom to conflict and the discovery of the 
secondary gain and of the choice of symptom. 


F A GREAT number of clinical syndromes 
tt tn psychosomatic disturbances I can 
select only a few for special comment. 

Constipation and headache are among the 
most frequent symptoms confronting physi- 


cians in their daily practice. Probably the most 
commonly assigned cause of headache is con- 
stipation and it is obvious why this should be 
so. On the assumption that obstruction or ac- 
cumulation leads to absorption of toxins from 
the gastrointestinal tract which may prove poi- 
sonous and that a symptom of such poisoning 
is headache, a great many sufferers from head- 
ache are addicted to the laxative, enema, or 
colonic irrigation habit. We cannot say that 
there is no such cause of headache, but certainly 
it is overemphasized by both the laity and the 
medical profession and is exploited by drug 
houses and by institutes for colonic irrigations. 
Every physician has had the experience of 
observing patients who are constipated for 
many days and do not have headaches. They 
are also familiar with the headache victim 
whose headache disappears magically just as 
soon as the bowels move—too soon for a physi- 
ologic mechanism to be responsible. 

M. F., a white girl of 19, was first seen in the 
spring of 1942. She complained of constipation 
of several years’ duration, headache, ulcers in 
the mouth, and fatigue. She had never been 
seriously ill and there were no other symptoms 
of importance. 

The general physical examination showed 
no evidence of disease, and it quickly became 
apparent that more important than the symp- 
toms of which she complained was a high degree 
of social anxiety which had interfered with her 
social development. Insecurity in personal rela- 
tionship was related to the insecurity of child- 
hood, and the constipation apparently was a 
reflection of the tension growing out of social 
situations, such as competition with a pretty 
cousin. 

The origin of the symptoms was made clear, 
and when she was reassured about the insig- 
nificance of the constipation and was encour- 
aged by the physician, who assumed the role 
of a friendly parent in trying to give her a 
little more self-confidence and urging her to 
cultivate new interests and friends, she im- 
proved remarkably and blossomed out into a 
friendly creature who, in turn, “found every- 
body more friendly.” Incidentally, constipation 
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ceased. During a period of a year and a half 
her progress continued and then suddenly new 
symptoms appeared—vertigo and pain in the 
epigastrium. It was not difficult to ascertain 
that she was again forced to compete with a 
very attractive young woman in a new circle of 
boys and girls in which she felt insecure. A sin- 
gle interview succeeded in pointing out the 
source of anxiety and in giving more reassur- 
ance and more self-confidence. 

Here, without mentioning psychotherapy, 
the physician assumed the parental role and 
took the attention of the patient away from the 
symptom. Reeducation regarding the workings 
of the body and some insight regarding the 
growing pains of delayed emotional develop- 
ment were the basis of the brief psychotherapy. 
There is no question but that this patient will 
have to return from time to time as she en- 
counters new situations. Is it not better, how- 
ever, to treat the patient in this manner than to 
make her dependent on laxatives or enemas 
and perhaps start her on a career of gastro- 
intestinal invalidism ? 


NXIETY states with gastrointestinal symp- 
Pic are among the most common of all 
psychosomatic problems. The most frequent 
rationalization of anxiety in these problems i is 
fear of cancer—cancerphobia, which, in a way, 
represents a crude index to the severity of the 
neurosis. The intensity of the fear, the degree 
of reassurance necessary to resolve it, the fre- 
quency with which it returns, and the capacity 
for enlightenment serve as clues to the differ- 
ential diagnosis between a simple anxiety state 
or a borderline psychosis. In the ordinary case, 
cancerphobia frequently makes its appearance 
at the end of a medical examination when the 
patient laughingly states after reassurance, “I 
am so relieved because I thought I might have 
a cancer.” Brief psychotherapy finds its greatest 
usefulness in the milder anxiety states. Where 
conversion mechanisms are concerned, an ap- 
proach based on “organ language” often per- 
mits a ready access to significant psychological 
material. 


ORGAN LANGUAGE 


This method of helping patients to under- 
stand their symptoms is based upon the sym- 
bolism of symptoms. Patients are told that if 
they cannot find an outlet for tension of emo- 
tional origin by word or action, the body will 
find a means of expressing this tension through 
a kind of “organ language.” The psychopath- 
ology responsible for organ language cannot 
be discussed in detail, but many clinical in- 
stances can be cited. 

For example, if a patient cannot swallow satis- 
factorily and no organic cause can be found, it 
may mean there is something in the life situa- 
tion of the patient that he “cannot swallow.” 
Nausea, in the absence of organic disease, some- 
times means that the patient “cannot stomach” 
this or that environmental factor. Frequently a 
feeling of oppression in the chest accompanied 
by sighing respirations, again in the absence of 
organic findings, indicates that the patient has 
a “load on his chest” that he would like to get 
rid of by talking about his problems. The pa- 
tient who has lost his appetite and as a result 
has also become severely undernourished— 
so-called “anorexia nervosa,” which in_ its 
minor manifestations is such a common prob- 
lem—is very often emotionally starved before 
he becomes physically starved. When he learns 
to taste life he will begin to taste food. The 
common symptom fatigue is very often due to 
emotional conflict which uses up so much 
energy that little is left for other purposes. 
Again, emotional tension of unconscious origin 
frequently expresses itself as muscle tension, 
giving rise to aches and pains; sometimes these 
are represented by sharp pains such as atypical 
neuralgia. Thus, I suggest that atypical neural- 
gia of the arm or face may be due to focal 
conflict as well as focal infection. An ache in 
the arm, instead of representing the response 
to a focus of infection, may mean that the pa- 
tient would like to strike someone but is pre- 
vented from doing so by the affection or respect 
that is mingled with his hostility. Itching for 
which no physical cause is found very often 
represents dissatisfaction with the environment 
which the individual takes out upon himself; 
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martyr-like, he scratches himself instead of 
someone else. “All-gone” feelings in the epi- 
gastrium, “shaky legs,’ and even vertigo are 
common physical expressions of anxiety. The 
anxiety attack, so frequently called a “heart 
attack,” a gallbladder disturbance, hyperthy- 
roidism, neurocirculatory asthenia, hyperinsu- 
linism, etc., is still far from being understood 
in general clinical medicine even though Freud 
described it more than forty years ago. 


GASTROINTESTINAL MANIFESTATIONS 

Only one more point remains before con- 
cluding this part of the discussion—the gastro- 
intestinal tract is, above all other systems, the 
pathway through which emotions are often ex- 
pressed in behavior. Why this is so becomes 
apparent in the study of psychopathology. 

This whole approach can be summed up in 
the following fashion: Understanding illness 
and treating sick people consists of something 
more than a knowledge of disease: it necessi- 
tates looking upon illness as an aspect of be- 
havior. It means that the nature of bodily 
disorders can only be appreciated when emo- 
tional factors are investigated in addition to 
physical factors. Such an approach can be ap- 
plied to a wide variety of ailments and can be 
utilized very generally in talking with patients. 
Nor does it require a very high degree of in- 
telligence on the part of the patient to follow 
this simple explanation. Patients in the clinic 
as well as those under private care can be dealt 
with in this fashion and the former are just 
as susceptible as the latter to these psychoso- 
matic disorders. 

Much has been written on the subject of 
depression and gastrointestinal manifestation, 
but the general physician cannot be reminded 
too often of the necessity for recognizing the 
mood disturbance underlying the gastrointes- 
tinal symptoms. This is very often true in the 
so-called “colitis” cases. An irritable colon, de- 
pendent upon emotional factors, is the usual 
mechanism, just as it frequently is in “non- 
calculous” gallbladder disease. Suicides, totally 
unlooked for by the general physician, are 


MEDICINE: WEISS 15 


+? 


sometimes the sorry aftermath of a long period 
of bowel treatment and gallbladder drainage. 


VEN more complicated are the associations 

between the gastrointestinal tract and the 
cardiovascular system. The following case illus- 
trates some of these problems. 

H. G., a white man of 50, first consulted me 
in 1929. He complained of pain in the epigas- 
trium, which had made its appearance about 
three years before when he noticed a pressure- 
like sensation. No abnormality was detected in 
the physical examination except a few bad 
teeth. These were removed and the patient was 
advised to stop smoking. His digestion im- 
proved and he was not heard from again until 
1935, when he complained of fullness after 
meals. Again, no abnormalities were detected 
except slight elevation of the systolic pressure. 
At the same time he spoke of being short of 
breath on exertion, but only after breakfast. 
This again seemed to be a pressure-like sensa- 
tion rather than dyspnea. However, because of 
this symptom special attention was paid to the 
cardiovascular system, but clinical, x-ray, and 
electrocardiographic examination revealed no 
abnormality. When, a short time later, x-ray of 
the gastrointestinal tract showed typical duo- 
denal ulcer deformity and the possibility of 
additional esophagitis—on the basis of a rather 
spastic esophagus with evidence of hyperactive 
peristalsis—attention was directed away from 
the cardiovascular system. 

The patient was a very reserved, passive in- 
dividual with pronounced feelings of inferi- 
ority. He had a neurotic, nagging wife and 
two daughters, one of whom was hysterical. 
Financial difficulties had also played a part in 
his digestive problem. 

With superficial psychotherapy and certain 
general medical measures such as diet and sed- 
ation, he improved somewiiat but continued 
to have the pressure-like choked-up feeling, 
especially in the mornings. Between 1938 and 
1941 he was much improved, although the 
symptom never disappeared completely. In 
1941, the symptom was less pronounced, but the 
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blood pressure was elevated and the electro- 
cardiogram showed changes. X-ray study indi- 
cated that the duodenal ulcer was completely 
healed and there was no further evidence to 
suggest esophagitis. Attention once more was 
focused on his cardiovascular system as well 
as upon his psychologic problems. 

His daughter’s marriage had ended in di- 
vorce; his wife was becoming more and more 
difficult, and for the first time he confessed 
that he had been sexually frustrated for years. 

In 1942 he had a slight attack of congestive 
heart failure and was sent to the hospital where 
he made a good recovery. After his recovery 
he remained at home for several weeks but was 
very depressed and complained of headache 
and nausea. His blood pressure had been stead- 
ily rising over the years and he now showed 
persistent hypertension. His daughter wrote to 
me that he was so disconsolate that they did 
not know what to do with him at home and 
urged me to give him a “pep talk.” On his next 
visit to me I talked to him on the necessity of 
cultivating a fighting spirit. He walked out of 
the office apparently feeling better and when 
he got home his family remarked on his bet- 
ter spirits. That night after he retired to his 
room at the usual time, the family heard a 
thump on the floor and ran up to find that he 
had collapsed. Apparently he had died instant- 
ly. Fortunately for my peace of mind he had 
not exerted himself after his visit to me. The 
family assured me that he had done nothing 
different from usual. 

Here was a very passive, inhibited man with 
pronounced feelings of inferiority who com- 
plained of indigestion and pressure under the 
sternum. He was studied carefully to exclude 
heart disease. Duodenal ulcer and esophagitis 
‘were demonstrated. Emotional factors seemed 
important. The ulcer healed but hypertension 
developed; progressive myocardial changes oc- 
curred; and sudden death happened to follow 
a “pep talk” for depression. 

This case once more emphasizes the impor- 
tance of angina pectoris as a cause of death and, 
further, the difficulties in diagnosis sometimes 
encountered. Because of the negative cardio- 


vascular and the positive gastrointestinal find- 
ings it was decided in the early years of his 
illness that a digestive disturbance, into which 
emotional factors entered, was wholly respon- 
sible for his illness. Later, however, when there 
was evidence that the ulcer had healed and 
there was no longer any suspicion of esophagi- 
tis and, at the same time, positive evidence of 
cardiovascular disease appeared, the diagnosis 
was reversed, although we could never be cer- 
tain that some functional disturbance of the 
gastrointestinal tract on an emotional basis was 
not also present. 

I would like to deal with many other clinical 
syndromes but time permits only the briefest 
mention of a few. Hypoglycemia in relation to 
various symptoms is a frequent diagnosis now- 
adays. Low blood sugar, like low blood pres- 
sure, is often held responsible for a state of 
fatigue when the hypoglycemic state is often 
a part of the mechanism of the psychosomatic 
reaction—the physiologic response to emotional 
stress. Occasionally, indeed, it is a primary de- 
fect as in island tumors of the pancreas, but 
usually it is only a secondary symptom. 


ANY patients with fatigue have low fever 
Me obscure origin and all the attention is 
centered on finding the cause of the fever. 
Formerly such patients were often thought to 
have early tuberculosis and frequently spent 
long periods in sanatoria. Now chronic brucel- 
losis is apt to be held responsible. 

In dealing with patients of this kind we 
must map out a program of investigation and 
prosecute it actively; then within a certain lim- 
ited time, having assured ourselves that there is 
no organic disease present, we must say to the 
patient, “You do not have organic disease; the 
slight fever is not important; throw your ther- 
mometer away and let us get after the cause of 
fatigue because that is your main problem.” 

More important than searching forever for 
the cause of the fever is to realize that it is not 
the most important part of the problem but 
simply represents one phase of a disturbance in 
the constitutional make-up of the individual, 
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of which the disturbance in the emotional life 
represents another and more important phase. 
It is more important because the patient fre- 
quently derives great benefit from an improve- 
ment in his life brought about by only brief 
psychotherapy. 

Since we are speaking of common disorders 
it is pertinent to add that vitamins are the order 
of the day. Not only are vitamins administered 
in the relatively few conditions for which it has 
been proved that they are specifically indicated, 
but in addition every obscure illness, physical or 
psychologic, gets its complement of vitamins. 
To the medical profession, which is eager to 
find a physical answer to all medical problems 
and to the gullible public, which wants to 
swallow a magic pill to abolish any and all ills, 
vitamins provide a common solution. The 
“vita” half of the term is not without signifi- 
cance in this connection. Drug houses and de- 
partment stores, candy shops and slot machines, 
peddle vitamins to the extent of many million 
dollars annually—money which would go a 
long way in psychosomatic medical teaching 
and research. Apparently we must exhaust our 
credulity in regard to this cause of illness as we 
have with focal infection and autointoxication. 


THE MALE CLIMACTERIC 

Only a little less abused than vitamins are 
the endocrine products in the present-day prac- 
tice of medicine. With the increased interest of 
the medical profession in endocrinology and 
the exploitation of this interest by pharmaceu- 
tical houses in marketing endocrine products, 
a new flood of lurid literature has crossed the 
physician’s desk on what is termed the male 
climacteric, or, even less aptly, the male meno- 
pause. Anything that happens to a man of 50 
that cannot be accounted for on the basis of 
physical disease is now apt to be blamed on 
gonadal insufficiency and he then gets a series 
of expensive injections of testosterone. It is the 
exact counterpart of the problem in the female 
whose every functional illness around the age 
of 45 is blamed on the menopause and treated 
with estrogens. How to separate fact from fic- 


tion in these problems is indeed difficult, but 
I submit that we have not yet reached the stage 
where we can accurately treat emotional dis- 
turbances with endocrine products. Perhaps the 
time will come but it is not here yet. Meanwhile 
I recommend scientific psychotherapy in addi- 
tion to, or in place of, endocrine therapy. 

The male climacteric is said to be character- 
ized by nocturnal urinary frequency, fatigue, 
indecision, hot flushes, and decreased libido. 
Other symptoms such as vertigo, mood changes, 
headaches, gastrointestinal symptoms, a feeling 
of inadequacy in undertaking new duties, and 
a tendency to seclusion are sometimes included 
as a part of the syndrome. Most of these symp- 
toms have been conspicuous in the psychoneu- 
roses. Certainly they often arise from emotional 
conflict and can be effectively treated by 
psychotherapy. 

R. K., a white man of 53, was first seen in 
1935. He had an acute respiratory illness from 
which he made a quick recovery. The illness 
afforded me the opportunity of getting ac- 
quainted with the patient. He had always been 
a teacher in a small town and had one son, 
who had referred the patient to me. 

I did not hear from him again until 1940, 
when he stated that he had been working hard, 
smoking moderately, and taking an occasional 
drink. For the last two or three years there had 
been a gradual diminution in his sex desires— 
“it had never meant much to him.” 

The physical examination was negative ex- 
cept for a slight elevation of the blood pressure 
which had not been noted five years previously. 
There was slight tremor, and on further ques- 
tioning the patient stated that he had become 
a little more intolerant to heat and somewhat 
irritable. In my note of that visit I observed the 
following familiar, differential diagnostic prob- 
lem with which I was concerned at the time, 
namely, anxiety neurosis, so-called neurocircu- 
latory asthenia, mild hyperthyroidism, and, in 
relation to the whole problem, the question of 
the male climacteric. Laboratory studies were 
negative and his basal metabolism was normal. 

The son told me that his father had been get- 
ting more irritable during the past year and 
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suggested that he was worried about the future. 
On that basis I began the discussion, using the 
illustration of “body language”—that dizziness 
and vertigo may be the body’s physical expres- 
sion of insecurity. He said that since the new 
governor had come into office a bill had been 
passed forcing the retirement of teachers at the 
age of 62 and in his case this would provide 
only a small pension which would be insufh- 
cient for him and his wife to live on. He had 
invested all of his money in his son’s education 
and wondered whether the son would be will- 
ing and able to take care of them. As he dis- 
cussed this problem he became very emotional 
and it was obvious that this was the point that 
was disturbing him. I spoke about the son’s 
future and the fact that he wouldn’t let his 
father down and then reassured him as to the 
absence of organic disease. 

He remained well for more than three years. 
Then he began to lose weight and became wor- 
ried and fretful. The physical examination 
showed frequent irregularity in the heart rate, 
and the electrocardiogram indicated evidence 
of early myocardial disease. Otherwise the ex- 
amination was negative and the basal metabo- 
lism was still within normal limits. The patient 
was smoking heavily. His wife’s illness and the 
necessity for looking after her himself “had 
been too much for him.” In addition, his son 
had entered the service and this had reactivated 
his insecurity. 


ERE Was an average man reacting to stress 
H and strain by presenting some of the psy- 
chic, sexual, and vasomotor disturbances that 
are sometimes associated at this period of life 
and are now often referred to as the male cli- 
macteric. Whether they should be is not so 
much the question except in so far as such a clas- 
sification affects treatment. In general, it may be 
said that too much is apt to be blamed on the 
menopause, just as in the woman, and treat- 
ment is apt to be restricted to endocrine prod- 
ucts. In this case very simple psychotherapy did 
a great deal. It was the kind of psychotherapy 
that any physician should administer. It is sim- 


ply a normal part of the physician-patient rela- 
tionship but it depends upon a knowledge of 
psychopathology. Here, too, we see the neces- 
sity for equal attention to tissue pathology as 
we watch this middle-aged man developing 
degenerative heart disease, which of course will 
also enter into the question of his emotional 
problems to produce indissoluble psychosomatic 
relationships. 


POLYSURGICAL ADDICTION 

The chronic gastrointestinal individual with 
a battle-scarred abdomen of polysurgical addic- 
tion is fortunately not quite so common now 
because surgeons are becoming a little more 
wary of operating for exploratory reasons. 
“The unconscious will to remain sick” is a 
very important consideration in medicine and 
in this kind of patient it is of paramount im- 
portance. Such patients are really eager to be 
operated upon, and in their insistence upon the 
continuous and excruciating nature of the pain 
from which they suffer one can easily under- 
stand how a very sympathetic surgeon may be 
prevailed upon to operate. This is particularly 
true when such patients meet surgeons who 
are not loath to operate. Thus, we can say that 
a willing and even eager patient who derives 
a certain satisfaction from being hospitalized 
and operated upon and a surgeon who is ever 
ready to wield a knife is a very unfortunate 
combination. A great many patients with num- 
erous scars on the abdomen serve as testimony 
to this combination. 

My attention was first called to this impor- 
tant problem many years ago by the following 
case: 

A young woman at the age of 19 had her 
first attack of pain in the right lower quadrant. 
At 20 the appendix was removed. Six months 
later she had a pelvic operation because of pain- 
ful menstruation. At 26 years she had her third 
operation for abdominal adhesions. For the next 
four years she complained more or less con- 
stantly and had been in bed for considerable 
periods because of the pain in the right side. 
Stricture of the right ureter was suspected but 
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not proved and finally, after a great deal of 
hospital investigation, a fourth operation was 
performed in the belief that there was disease 
of the large bowel; however, all organs were 
found to be normal. 

Here, then, was a patient who had been in- 
capacitated for many years and who, during 
this period of time, had been repeatedly sub- 
jected to searching physical investigations and 
many abdominal operations. What the many 
physicians attending her had not discovered, or 
else did not know the significance of, was that 
this long illness began shortly after the fourth 
of her five sisters married and this patient 
thought that she would in all likelihood re- 
main a spinster and would then endure a life 
of drudgery and comparative loneliness. Meek 
and submissive, unattractive and unintelligent, 
she unconsciously turned to illness when she 
found it impossible to compete with her sisters’ 
superiority. Further personality studies dis- 
closed her very immature emotional develop- 
ment and also confirmed the opinion that the 
sister's marriage had precipitated an invalid 
reaction in this psychoneurotic individual. 


GREAT many chronic invalids with mul- 

A tiple surgical scars upon the abdomen have 
begun their invalid career with the simple re- 
moval of a so-called “chronic appendix.” For- 
tunately the problem is not now encountered 
as frequently as it was fifteen or twenty years 
ago. At that time operations for pain in 
the right lower quadrant of the abdomen were 
frequently done for “chronic appendicitis,” and 
the pathologist, we may say, played into the 
surgeon’s hands by reporting involutional 
changes in terms of disease. Please do not think 
that I am accusing the surgeon of a deliberate 
deception—quite the contrary—he was deceived 
by his organic training into thinking that he 
could cut out of the body a pain that had its 
origin in the emotional life. I am not going to 
discuss whether there is such a thing as “chron- 
ic appendicitis,” but we certainly know that it 
is not nearly so common as was once believed. 
The question of psychologic preparation for 
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surgery is one of the major problems in medi- 
cine. Surgeons are always so careful to prepare 
their patients physically for surgery; they 
would never think of performing a major op- 
eration without knowing that the cardiovascu- 
lar-renal system had been surveyed; yet they 
rarely consider the personality of the individual 
who is about to be operated upon; how much 
anxiety is present, or what effect a surgical trau- 
matic experience may have upon the personality 
structure. 

We recently had in the hospital ward a 
woman with an enlarged thyroid gland which 
was removed because of “smothering” sensa- 
tions. No effort was made to study her psycho- 
logically. The anatomic problem loomed large 
in the clinical picture but the patient was very 
apprehensive prior to operation and after op- 
eration became completely psychotic. 


SUMMARY 

The main point of this discussion can be 
stated briefly: the study and treatment of ill- 
ness constitutes much more than the investiga- 
tion and eradication of disease. And yet there 
is nothing new or startling in this viewpoint. 
We have heard a great deal in recent years 
about the study of the organism as a whole, 
but for the most part we have been paying only 
lip service to this concept. We have been led 
to believe that the art of the physician—having 
to do with his common sense or intuition—as 
opposed to his science, is sufficient to grasp the 
problems that we have been considering. It is 
not enough. A real understanding of psycho- 
pathology is necessary in order to study the 
emotional life in relation to ill health. In other 
words, the physician must be able to define the 
specific mental factors producing the illness, 
rather than to be satisfied with vague general- 
izations about “neurogenic background.” Just 
as we would criticize the physician of today 
who would call all fevers malaria, so we must 
criticize the physician of tomorrow who hints 
vaguely at nervous factors in the background 
of an illness and makes no real effort to under- 
stand the psychic situation. 
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o THE doctor who is not familiar with 
retrorectal abscess, such a case is a 
formidable problem. The _proctologist 
familiar with the problem can usually diagnose 
the condition at once. If a correct diagnosis is 
not made, subsequent inadequate treatment 
will result in a chronic fistula. This abscess is 
located posterior to the rectum, anterior to the 
lower portion of the sacrum, above the levators 
and below the peritoneal reflection. When the 
examining finger of the gloved hand is passed 
through the anal canal and hooked backward 
toward the sacrum in the lower limit of the 
rectum, in nearly every case the diagnosis of 
retrorectal abscess may be made or eliminated. 
The chief hazard of this abscess is the blun- 
der of making a rectal incision into the abscess. 
The rectal wall is not as thick as is sometimes 
assumed. This abscess may be mistaken for a 
submucous rectal abscess. We have an old rule 
that we have been teaching for years which 
says, “Abscesses and fistulae do not penetrate 
fascia.” The infection which created the abscess 
did not arrive by penetration of the rectal wall. 
To handle a retrorectal abscess intelligently, 
it is important to understand how the abscess 
arrived in its location. The lack of this knowl- 
edge puts the surgeon in the position where he 
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is likely to make his first and last incision 
through the rectal wall into a retrorectal ab- 
scess. The writing of this article was prompted 
by such a case. The patient now has a fistulous 
opening posteriorly in the rectum, plus two 
other openings showing on the skin over the 
ischiorectal fossa. It seems unquestionable that 
the original condition was a retrorectal abscess. 
It is now a fistula with a large, jagged opening 
posteriorly in the rectum and two separate 
openings in the left buttock leading into the 
ischiorectal fossa. The opening of this ischio- 
rectal abscess failed to relieve the patient or to 
clear up his pain. 

A retrorectal abscess coexisting with an 
ischiorectal abscess is not a rarity. The case has 
been cited to emphasize the mistake of open- 
ing such an abscess into the rectum. These are 
not submucous abscesses. 

Retrorectal abscesses originate in a crypt in 
the posterior midline of the anus. The pus, 
under pressure, finds its way backward into 
the anococcygeal triangle. If the path of least 
resistance is then upward between the fibers 
of the levator ani muscles and the posterior 
wall of the rectum at the anorectal junction, an 
abscess will develop posterior to the rectum, in 
the position described in the first paragraph of 
this article. 
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The preceding description should not be in- 
terpreted as meaning that every abscess devel- 
oping in the anococcygeal triangle will extend 
upward, forming a retrorectal abscess. There 
are many things which may happen when pus 
develops in the anococcygeal triangle. It is not 
my intent to cover all such contingencies in 
this article, but rather to endeavor to describe 
the diagnosis and treatment of retrorectal 
abscess. 

It is not commonly understood that the 
retrorectal abscess is also the common type of 
supralevator abscess. A supralevator abscess 
other than a retrorectal abscess is a quite rare 
condition. It seems to be the general impression 
that supralevator abscesses are located to the 
right and left of the rectum above the levator 
ani muscles. Such abscesses, however, are not 
seen often. The large ones are retrorectal, 
ischiorectal, or, what is quite common, combi- 
nations of the two. 

It is difficult to write about retrorectal abscess 
without discussing ischiorectal abscess, since 
the two are so frequently encountered together. 
The condition in which the retrorectal abscess 
is found in combination with ischiorectal ab- 
scess is not generally understood. The diagnosis 
of ischiorectal abscess is simple, but in many 
cases this diagnosis will be incomplete. The 
idea that ischiorectal abscess is an entity and 
is due to “blood-borne infection,” is, in my 
opinion, an inherited, unjustified presumption. 

In the past fifteen years, I have seen few 
ischiorectal abscesses that did not frankly origi- 
nate in the posterior midline of the anus, in 
one of the three or four crypts closest to the 
posterior midline. A considerable percentage of 
these abscesses extend first from the crypt to 
the anococcygeal triangle and thence to the 
ischiorectal fossa. Another type, starting from 
crypts slightly to the right or left of the poste- 
rior midline, goes directly to the ischiorectal 
fossae without involving the triangle. Other 
abscesses extend upward from the triangle to 
form a retrorectal abscess, and then under back 
pressure and following the line of least resis- 
tance, may arrive in the right or left ischio- 
rectal fossa. 
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The doctor who has cleared up the ischio- 
rectal abscess only to find that he has an internal 
blind fistula in the posterior midline of the 
anus, was deficient in his original diagnosis; 
he is now dealing with a retrorectal fistula. Few 
exceptions to the following statement will be 
found: The posterior midline internal blind 
fistula which remains following abscess or 
fistula surgery is the remains of a retrorectal 
abscess. 


F THE retrorectal abscess is still an abscess, 

that is to say, if it has not drained spontane- 
ously, then the first step in the treatment is 
simple. We use local anesthesia almost exclu- 
sively. Low spinal anesthesia is also satisfactory. 

For treatment, an incision is made in the 
posterior cleft, beginning about one-half inch 
posterior to the margin of the anus and ex- 
tending backward as far as is practicable with- 
out damaging the periosteum of the coccyx. 
With a pointed Bard-Parker, the incision should 
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Figure 1 


A. Pelvic diaphragm. 

B. Anus. 

C. Puborectalis portion of levator ani muscle. 

D. The point where pus from an abscess in the post- 
anal space penetrates the pelvic diaphragm to 
form retrorectal (supralevator) abscess. 

E. Pubococcygeus portion of levator ani muscle. 

F. Superficialis and profundus portions of external 
sphincter muscle attached to coccyx. 

G. Attachment of pubococcygeus to coccyx. 

H. Coccyx. 

I. Subcutaneous portion of the external sphincter 
muscle. 

J. Superficialis and profundus portions set aside to 
expose the pelvic diaphragm. 


then be extended upward in the posterior mid- 
line until the abscess is reached and drained. 
If the operator is in doubt regarding the diag- 
nosis, it is quite reassuring to pass a long aspi- 
rating needle upward to the site of the abscess 
and aspirate pus. We prefer making these in- 
cisions with a hot knife, the Post cautery. 
When the abscess is reached, the scalpel or 
hot knife should be turned in such a way that 
an incision will be made crucial at its upper 
limit. This is intended only for that location 
where muscle fibers surrounding the point of 
entry into the supralevator area are likely to 
be separated only by the incision. It seems bet- 


ter that the incision be made a crucial incision 
at this high point. If the incision is made with 
a knife that is not too hot, the coagulum 
formed by the hot knife may help to some 
extent in delaying the closing of the wound. 
It probably is best not to do anything further 
at this first step. The wound should not be 
packed. The patient should be permitted to go 
home for two or three days. He is instructed 
to clean the area with soap and hot water, and 
is further instructed to stay out of bed. He may 
be up and down, but he must not stay in bed. 
Drainage will be more satisfactory if the patient 
is in an upright position a good deal of the 
time. Whether or not penicillin or other chemo- 
therapy is employed is a matter of choice. 


T Must now be kept in mind that the anal 
i crypt, where primary infection was estab- 
lished, and the channel by which this pus found 
its way into the anococcygeal triangle are still 
present. It is a matter of choice whether or not 
the crypt is removed at the time of the primary 
incision. When the crypt is removed, the 
channel which lies above the subcutaneous por- 
tion of the external sphincter will be evident. 

The external sphincter muscle consists of 
three bands of muscle. Two of these bands or 
portions arise at the tip of the coccyx, pass 
around the anus anteriorly, and back to the 
coccyx. The third portion of the external 
sphincter muscle, the subcutaneous portion, is 
the only part of the external sphincter muscle 
which completely surrounds the anus. If this 
anatomy is new to the reader, he will find an 
excellent presentation of the subject in Gorsch’s 
Perineopelvic Anatomy. These newer discov- 
eries of anatomy are the work of Milligan of 
London. Milligan’s presentation supersedes the 
work of Hiller of Milwaukee (Surgery, Gyn- 
ecology and Obstetrics, Vol. 3, No. 5, May 
1931). Milligen’s newer anatomical discoveries 
have allowed us to view our work with much 
greater clarity than we did as a result of Hiller’s 
paper. Milligan’s description of the external 
sphincter justifies the work which we were 
doing before we knew about the anatomy. 
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Incision for retrorectal abscess. 


Figure 2. 


T Is just as well to delay the division of the 
iat contri portion of the external sphinc- 
ter muscle at the posterior midline. If the 
patient suffers after the original operation, it 
may be found necessary to sever the subcutane- 
ous portion of the external sphincter muscle 
sooner than might be done if the patient is not 
too uncomfortable. If the severing of the sub- 
cutaneous portion of the external sphincter 
muscle can be delayed for a week or two, it 
will be found that the original abscess incision 
will have filled in sufficiently so that the sever- 
ing of the muscle will not permit the wound to 
gape as badly as it might do in some cases if 
the muscle is cut at the time of the original 
abscess incision. This will vary considerably 
with different patients. Another point is that, 
if at any time bleeding should occur in the 
posterior midline incision, the wound may be 
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packed to control the bleeding without holding 
the edges of the wound apart. There is some- 
times difficulty in getting the posterior midline 
wounds to heal. If the posterior midline wound 
does not heal promptly, it may not heal at all 
until something is done to effect healing. 

If the posterior midline wound is made too 
far in advance of the time when we want it 
to heal, it may become chronic. Furthermore, if 
the muscle is cut from the fistulous channel 
outward (downward) and is not cut upward 
slightly, there is a very good chance that the 
wound will not heal. This upward cut is the 
“back-cut of Salmon.” An additional help in 
the healing of this wound is, after Salmon’s 
cut is made upward from the internal opening 
of the channel, to suture the wound together 
at its upper limit. 

As is true in most problems in proctology, 
success depends upon a number of little things. 
Our work is really quite easy, but unless all the 
seemingly minor things are done, success prob- 
ably will not be attained. This is particularly 
true when dealing with retrorectal abscesses. 
As in most conditions, successful treatment 
depends primarily on correct diagnosis. Any 
treatment other than the correct one is likely 
to result in a worse condition than that which 
originally existed. After the abscess is drained, 
the result and the final healing depend on a 
number of little things which must be done 
expertly. 

Retrorectal abscess is a common proctologic 
condition. Failure in its treatment is evidenced 
by the number of patients who are found who 
have been operated upon and who still have an 
internal blind fistula in the posterior midline 
of the anus. This internal blind fistula is nearly 
always due to unsuccessful treatment, or the 
failure to diagnose retrorectal abscess, or both. 
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Figure 1 


. Pelvic diaphragm. 

Anus. 

. Puborectalis portion of levator ani muscle. 

. The point where pus from an abscess in the post- 
anal space penetrates the pelvic diaphragm to 
form retrorectal (supralevator) abscess. 

. Pubococcygeus portion of levator ani muscle. 

. Superficialis and profundus portions of external 

sphincter muscle attached to coccyx. 

. Attachment of pubococcygeus to coccyx. 

. Coccyx. 

. Subcutaneous portion of the external sphincter 
muscle. 

Superficialis and profundus portions set aside to 
expose the pelvic diaphragm. 


VOe> 


IO min 


_ 


then be extended upward in the posterior mid- 
line until the abscess is reached and drained. 
If the operator is in doubt regarding the diag- 
nosis, it is quite reassuring to pass a long aspi- 
rating needle upward to the site of the abscess 
and aspirate pus. We prefer making these in- 
cisions with a hot knife, the Post cautery. 
When the abscess is reached, the scalpel or 
hot knife should be turned in such a way that 
an incision will be made crucial at its upper 
limit. This is intended only for that location 
where muscle fibers surrounding the point of 
entry into the supralevator area are likely to 
be separated only by the incision. It seems bet- 


ter that the incision be made a crucial incision 
at this high point. If the incision is made with 
a knife that is not too hot, the coagulum 
formed by the hot knife may help to some 
extent in delaying the closing of the wound. 
It probably is best not to do anything further 
at this first step. The wound should not be 
packed. The patient should be permitted to go 
home for two or three days. He is instructed 
to clean the area with soap and hot water, and 
is further instructed to stay out of bed. He may 
be up and down, but he must not stay in bed. 
Drainage will be more satisfactory if the patient 
is in an upright position a good deal of the 
time. Whether or not penicillin or other chemo- 
therapy is employed is a matter of choice. 


T MuUsT now be kept in mind that the anal 
I crypt, where primary infection was estab- 
lished, and the channel by which this pus found 
its way into the anococcygeal triangle are still 
present. It is a matter of choice whether or not 
the crypt is removed at the time of the primary 
incision. When the crypt is removed, the 
channel which lies above the subcutaneous por- 
tion of the external sphincter will be evident. 

The external sphincter muscle consists of 
three bands of muscle. Two of these bands or 
portions arise at the tip of the coccyx, pass 
around the anus anteriorly, and back to the 
coccyx. The third portion of the external 
sphincter muscle, the subcutaneous portion, is 
the only part of the external sphincter muscle 
which completely surrounds the anus. If this 
anatomy is new to the reader, he will find an 
excellent presentation of the subject in Gorsch’s 
Perineopelvic Anatomy. These newer discov- 
eries of anatomy are the work of Milligan of 
London. Milligan’s presentation supersedes the 
work of Hiller of Milwaukee (Surgery, Gyn- 
ecology and Obstetrics, Vol. 3, No. 5, May 
1931). Milligen’s newer anatomical discoveries 
have allowed us to view our work with much 
greater clarity than we did as a result of Hiller’s 
paper. Milligan’s description of the external 
sphincter justifies the work which we were 
doing before we knew about the anatomy. 
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Incision for retrorectal abscess. 


Figure 2. 


T Is just as well to delay the division of the 
ch seach portion of the external sphinc- 
ter muscle at the posterior midline. If the 
patient suffers after the original operation, it 
may be found necessary to sever the subcutane- 
ous portion of the external sphincter muscle 
sooner than might be done if the patient is not 
too uncomfortable. If the severing of the sub- 
cutaneous portion of the external sphincter 
muscle can be delayed for a week or two, it 
will be found that the original abscess incision 
will have filled in sufficiently so that the sever- 
ing of the muscle will not permit the wound to 
gape as badly as it might do in some cases if 
the muscle is cut at the time of the original 
abscess incision. This will vary considerably 
with different patients. Another point is that, 
if at any time bleeding should occur in the 
posterior midline incision, the wound may be 
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packed to control the bleeding without holding 
the edges of the wound apart. There is some- 
times difficulty in getting the posterior midline 
wounds to heal. If the posterior midline wound 
does not heal promptly, it may not heal at all 
until something is done to effect healing. 

If the posterior midline wound is made too 
far in advance of the time when we want it 
to heal, it may become chronic. Furthermore, if 
the muscle is cut from the fistulous channel 
outward (downward) and is not cut upward 
slightly, there is a very good chance that the 
wound will not heal. This upward cut is the 
“back-cut of Salmon.” An additional help in 
the healing of this wound is, after Salmon’s 
cut is made upward from the internal opening 
of the channel, to suture the wound together 
at its upper limit. 

As is true in most problems in proctology, 
success depends upon a number of little things. 
Our work is really quite easy, but unless all the 
seemingly minor things are done, success prob- 
ably will not be attained. This is particularly 
true when dealing with retrorectal abscesses. 
As in most conditions, successful treatment 
depends primarily on correct diagnosis. Any 
treatment other than the correct one is likely 
to result in a worse condition than that which 
originally existed. After the abscess is drained, 
the result and the final healing depend on a 
number of little things which must be done 
expertly. 

Retrorectal abscess is a common proctologic 
condition. Failure in its treatment is evidenced 
by the number of patients who are found who 
have been operated upon and who still have an 
internal blind fistula in the posterior midline 
of the anus. This internal blind fistula is nearly 
always due to unsuccessful treatment, or the 
failure to diagnose retrorectal abscess, or both. 
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EVERAL years ago my two associates, Major 
Soe and Captain Hirsch, and I studied 
carefully and in detail, over a period of 
six years, 400 cardiacs in the old age group— 
in the later decades of life, ranging from 50 to 
80 years of age. We were looking for the an- 
swer to many questions, such as the following: 
1. What are the most common types of heart 
disease encountered from 50 to 80 years? 

2. What are the most common and the earli- 
est symptoms and physical signs? 

3. How much diagnostic help is afforded by 
the x-ray and the electrocardiograph ? 

4. What is the “Mediate” and “Immediate” 
prognosis particularly in the senile type of 
heart? 

We published the results of our investigation 
in 1942, and they have no place in this discus- 
sion, except that in the course of this survey we 
discovered the following pertinent facts: 

1. Arteriosclerotic or senile heart disease ac- 
counted for 31 per cent of the total 400 patients 
studied, and breaking that figure down, we 
found that patients with myocardial involve- 
ment predominating furnished 18 per cent and 
those with coronary symptoms, 13 per cent. 


*Clinical Professor of Medicine, Loyola University School 
of Medicine; Director of Heart Station, Mercy Hospital, Chicago. 
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2. Hypertensive heart disease was second 
with 28.2 per cent. 

3. Syphilitic heart disease ranked next, with 
20.2 per cent. (This figure was relatively high 
because of the high percentage of colored pa- 
tients in the survey). 

4. Rheumatic heart disease came next with 
12.5 per cent of which the mitral type was 10.5 
and the aortic 2.0. 

5. Thyroid heart disease accounted for 2.5 
per cent. 

6. Cardiovascular renal disease showed 
per cent. 

7. The percentage of those with no organic 
heart disease was 3.2. 

In other words, if we include both heart 
muscle and the coronary type of heart, then 
the senile or arteriosclerotic type of heart dis- 
ease outranked all others in people from 50 to 
80 years of age. 

I have taken the liberty of quoting this in- 
vestigation, and I make a special point of this 
frequency of arteriosclerotic heart disease in 
the older age group for the following reason: 
Early in 1944 I published a booklet, 4 Digest 
of Heart Disease, a very elementary treatise. 
It was written specifically for the average doc- 
tor in general practice, for those thousands of 
members of our profession scattered through- 
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out the 101 counties of the state of Illinois, as 
a sort of handy reference on heart disease. It 
was reviewed in the Journal of the American 
Medical Association in September 1944; in 
my opinion it was reviewed carefully and quite 
fairly, and I herewith express my appreciation 
to the anonymous reviewer for taking the time 
out of his busy life. However, in the course of 
that review, the criticism is made: “Under the 
heading arteriosclerotic heart disease, many 
cardiologists would doubt any common exist- 
ence of the senile heart per se in persons in the 
fifties, for example. Also individuals vary much 
in the aging.” 

The figures quoted by me from our survey of 
400 cardiacs speak for themselves. It is true that 
symptoms and signs of heart muscle failure 
due primarily to senility do not manifest them- 
selves in all old subjects, and that they appear 
as a rule in the later decades, but as the re- 
viewer himself points out, “Individuals vary 
much in their aging.” Accordingly, I repeat 
we can and do encounter this clinical picture 
not too seldom in the fifth and sixth decades. 

At the beginning of this discussion let me 
make a few points very clear. I grant that 
senility, particularly as it applies to the heart 
and its vessels, is variable. Some of us show 
symptoms and signs of “senile ectasy” in our 
fifth and sixth decades, others show them much 
later, and many die in their senility of an extra- 
cardiac cause without having experienced any 
heart symptoms. In the course of this paper I 
intend to enumerate the most common symp- 
toms and signs and the x-ray and electrocardio- 
graphic evidence of those changes when they 
do occur. 


¢ CONSIDERING the senile or arteriosclerotic 
heart, I shall discuss it under two headings, 
even though clinically they frequently coexist: 
(1) the heart as an organ—its musculature, 
valves, and aorta; and (2) the nutrient vessels 
—the coronary arteries. 

First, the heart itself—what are the earliest 
and most common subjective symptoms of 
heart muscle insufficiency in senescence? 
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1. Dyspnea may be present, varying in de- 
gree from mild shortness of breath on effort 
to dyspnea while at rest, and orthopnea also 
may occur. The degree of dyspnea of course is 
in direct ratio to the extent of heart muscle in- 
sufhciency or failure, and by “heart muscle” I 
mean the /eft ventricle. 

2. There may be heart-consciousness in vari- 
ous forms. For example, (a) consciousness of 
an arrhythmic heart due to auricular fibrilla- 
tion or extrasystoles, either ventricular or 
auricular; (b) a forceful heart, particularly if 
associated with hypertension, or (c) changes 
in rate—a tachycardia—or the consciousness of 
a marked and progressive bradycardia. In our 
survey of 400 hearts in the old age group we 
encountered more “bradycardias” than “tachy- 
cardias” and these were on the basis of a “heart 
block” of varying degree and again purely part 
and parcel of senility and not due to a previ- 
ous rheumatic myocarditis. Incidentally. there 
has been little or nothing in the medical lit- 
erature on this! 











3. In addition, there may be general symp- 
toms, not entirely on a cardiac basis but with 
the failing myocardium at least partially re- 
sponsible. I have in mind such symptoms as 
general fatigue, gastrointestinal flatulence due 
to impaired portal circulation, ankle edema, etc. 
Theoretically, too, it is possible that some of 
the vague yet consistent cerebral symptoms so 
commonly associated with senility—for exam- 
ple, amnesia, melancholia, etc—are in part at 
least attributable to a failing circulation with 
the senile myocardium responsible, even though 
sclerosis of the cerebral vessels and_ brain 
changes are mainly responsible. 


HAT are the most common physical 
changes encountered in senile hearts? 

1. The contour or shape of the heart is al- 
tered, with an increase or spread in the left 
ventricle as certified by the x-ray and a gradual 
widening of the sclerotic aortic arch. 

2. There are soft murmurs, systolic in time, 
over the aorta and the apex. The former is 
probably on an arteriosclerotic basis; the latter 
is relative, owing to a spread of the left ventric- 
ular musculature. 

3. Heart tones are soft and distant owing 
to loss of muscle tone. 

4. The rate is frequently altered, either in- 
creased or markedly slowed. 

5. The rhythm is commonly altered or dis- 
turbed, either in the nature of an auricular 
fibrillation or ectopic beats of one variety or 
another. 

6. The blood pressure is not constant and 
there is no definite rule. In our experience a 
moderate hypertension and a mild hypotension 
are about evenly divided. 

7. The electrocardiograph is of considerable 
diagnostic and prognostic value, particularly 
if it is run serially at fairly frequent inter- 
vals. It demonstrates and certifies not only 
changes in rhythm, but a progression of heart 
muscle change in the gradual distortion of the 
initial deflection. 

The outlook, both mediate and immediate, 
in senile heart muscle insufficiency and even in 
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impending failure is remarkably favorable 
under careful management. 

The treatment of senile heart-muscle insuf- 
ficiency resolves itself around heart-muscle rest 
and active heart-muscle support. No definite 
routine can be laid down for the former except 
that each individual must be taught to stay 
within his energy quotient, by which I mean 
that the symptoms of dyspnea and _heart- 
consciousness must serve as a guide. Individuals 
vary. Some can work and play and lead rela- 
tively strenuous lives short of symptoms. Others 
are limited in their capacity. All must, if pos- 
sible, while active, remain symptom-free. 
Active heart-muscle support means, of course, 
digitalis. I believe most cardiologists have 
“about-faced” in the recent past on the useful- 
ness of digitalis in senile hearts. Time was, not 
so long ago, when digitalis was considered a 
drug useful largely in the presence of acute 
decompensation. That it has prophylactic and 
actual value as a heart-muscle support in senile 
hearts and that its long-continued use builds 
up these senile hearts, I am convinced. 

So much for the arteriosclerotic or senile 
heart-muscle, which brings us to a considera- 
tion of the coronary arteries. Now I appreciate 
that this of itself is a huge subject, and that it 
cannot be covered hurriedly, but I should like 
to give briefly a few general impressions. 

Coronary artery disease is part of the process 
of senility. I grant that it occurs in early life 
but, basically and pathologically, coronary dis- 
ease is part of the pottage of senility. Exclusive 
of those instances resulting from hypertension, 
syphilis, and those of embolic origin, the bulk 
of coronary disease is due to arteriosclerosis, 
more specifically atherosclerosis, and therefore 
is a senile form of heart disease. Furthermore, 
since coronary disease is due to arteriosclerosis, 
its pathology is progressive and so it seems to 
me we see it clinically too. 

I should like to present coronary disease to 
you as a clinically progressive situation and 
discuss it under three heads: (1) angina of ef- 
fort, (2) acute occlusion with myocardial in- 
farction and necrosis, and (3) status angiosus. 
Clinically, angina of effort, it seems to me, is 
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the earliest expression of coronary disease, and 
the pain or distress or dyspnea or strangulation 
is the result of a temporary coronary insufh- 
ciency. There is some evidence that the initial 
pain of angina of effort speaks for a previous 
mild heart-muscle infarction. The clinical pic- 
ture of angina of effort is so well known it 
hardly merits description. The sudden onset of 
precordial distress, usually following physical 
effort or mental excitation, with classical refer- 
ence into the jaws or the arms, unassociated 
with shock, and quickly relieved by coronary 
dilators or postural rest, is not very readily con- 
fused. It usually leaves the individual none the 
worse for his episode. The immediate manage- 
ment calls for no comment. Its duration is quite 
brief and corrects itself. However, the prophy- 
lactic management is another matter. If these 
attacks recur at frequent intervals, they predi- 
cate, in my opinion, a progressive pathology 
and an impending acute occlusion with infarc- 
.tion and call for a period of complete rest and 
careful observation. 

The second stage in the clinical and patho- 
logical progress of coronary disease is acute 
occlusion with myocardial infarction and 
necrosis. The clinical picture is something like 
— 

. As a rule the patient’s history reveals pre- 
vious milder symptoms of coronary insufh- 
ciency, possibly one or more seizures of angina 
of effort. 

2. The mode of onset is usually sudden, 
either while at rest or following physical effort. 

3. The physical signs are usually character- 
istic. A sudden onset of severe pain, dyspnea, 
or strangulation is almost always associated 
with shock and prostration. The heart itself is 
considerably disturbed, the rate being usually 
rapid, the rhythm usually irregular, and the 
volume very poor. There is a drop in blood 
pressure and an elevation of temperature— 
because of the inflammatory process in the 
myocardium—and the individual is desperately 
ill and senses it. The electrocardiogram in most 
instances shows a coronary pattern with dis- 
torted and inverted T waves within twenty- 
four to forty-eight hours. 


4. The prognosis regarding not only life but 
capacity, both physical and mental, is good if 
properly and adequately managed; it depends, 
of course, upon the degree of infarction and 
necrosis. 


At THIs point I wish to express forcibly a 
personal opinion about the management of 
acute myocardial infarction on the background 
of acute coronary thrombosis. There have ap- 
peared recently in medical literature articles 
decrying the need for prolonged bed rest in 
the management of myocardial infarction due 
to acute coronary occlusion. For example, quot- 
ing verbatim from a recent article,* the sum- 
mary reads as follows: 

“A review of some recent experimental evi- 
dence and certain clinical considerations leads 
to the following general conclusions: 

‘1. Extreme restriction of body movement 
causes increased mortality in animals with 
experimental myocardial injury. 

“2. There is no proof that rest in bed carried 
out for many weeks after symptoms have dis- 
appeared is of value in the physical manage- 
ment of the patient with congestive failure, 
angina pectoris, or myocardial infarction. 

“3. From the psychic standpoint there is a 
definite disadvantage in the enforcement of a 
rigid regimen after the acute phase of the ill- 
ness. 

“4. Until more definite information is avail- 
able, the following tentative suggestions are 
offered for a plan of treatment which obviously 
requires modification according to the status 
of the individual patient: 

“(a) Persons with congestive heart failure 
should be allowed out of bed for several hours 
a day, as soon as severe dyspnea at rest has 
subsided. 

“(b) Following myocardial infarction, re- 
cumbency should not be prescribed for a longer 
period than two or three weeks after the more 
acute and alarming symptoms have subsided. 
The recumbent position should not be enforced 

*Harrison, Tinsley R.: Abuse of rest as a therapeutic meas 


ure for patients with cardiovascular disease. J.A.M.A. 
(Aug. 19) 1944. 
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on patients who are more comfortable sitting. 
Other things being equal, it would appear 
wise to allow elderly patients out of bed sooner 
than younger ones. 

“(c) Rest in bed more than a day or two at 
a time probably has no place in the treatment 
of angina pectoris except in those patients who 
are especially liable to develop in the imme- 
diate future myocardial infarction, as indicated 
by increasingly frequent and prolonged at- 
tacks at rest. 

“(d) In all patients with the severe forms 
of heart disease, activity should be kept below 
the symptomatic threshold, i.e., should be less 
than that amount which induces dyspnea or 
pain. 


wre I cannot subscribe to this theory of 
4 N drastic curtailment of absolute bed rest 
following acute myocardial infarction, and I 
take issue particularly on the following points. 

I feel strongly there is a three-point proof 
that this period of bed rest should extend into 
and beyond a minimum of six weeks: 

1. Clinical proof: The instances of the return 
of symptoms directly attributable to the acute 
myocardial infarction, such as particularly dysp- 
nea and pain, after not just a few weeks but 
a month, and in some instances even longer, 
are not isolated or exceptional instances but 
are encountered frequently. This is a potent 
argument in my opinion against the advocated 
early resumption of physical activities. 

2. Electrocardiographic certification: The di- 
agnosis of myocardial infarction due to coronary 
occlusion is arrived at largely clinically. Yet 
the electrocardiographic pattern also is very 
helpful, and in many instances not only cor- 
roborates but certifies the diagnosis. And this 
certification takes not a few weeks but often 
several months of absolute bed rest to revert 
to a normal pattern. 

3. Postmortem evidence: Impressive statis- 
tics have accumulated in the past decade to 
show that an acute myocardial necrosis on the 
background of a coronary occlusion requires 
considerably more than a few weeks for ade- 
quate cicatrization. 
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Furthermore, in my opinion, it is unsafe and 
illogical to establish the advent of dyspnea and 
pain as a criterion for the degree of activity to 
be allowed a person with an acute infarction. 

I grant that the management of acute coro- 
nary thrombosis with resultant myocardial in- 
farction must be personal and individualistic, 
but it must be based on an adequate minimum 
of absolute rest, which to repeat, in my opinion, 
is not two or three weeks, but that many 
months. 

As a supplement to rest, physical and men- 
tal, the management of acute infarction due to 
acute coronary thrombosis is largely sympto- 
matic: oxygen for dyspnea, coronary dilators, 
sedatives, soft bland food, heart-muscle support 
with digitalis used cautiously in the presence of 
impending acute failure, etc. Because acute 
myocardial infarction due to coronary throm- 
bosis is so frequently encountered, because in 
my opinion the detailed management is so im- 
portant, and again because the proper care 
influences so markedly the prognosis, I should 
like to digress at this point to a summary of 
the proper and adequate care of this dramatic 
clinical entity. 

1. The individual with (pathologically) a 
myocardial necrosis due to an acute closure of 
a coronary vessel needs immediate and ade- 
quate rest—absolute bed rest—not just several 
weeks, or a week or ten days beyond the disap- 
pearance of his symptoms of heart-muscle em- 
barrassment, but, depending upon the degree 
or size of his infarction, one or two or more 
months. 

2. His return to physical and mental activity 
should be gradual and guarded. 

3. His diet should be bland, soft, and easily 
digestible; it should be given in small quantities 
and in frequent feedings. 

4. In the presence of dyspnea he requires 
oxygen. The method of administration is a 
matter of choice—the tent, if dyspnea is ex- 
treme, the mask or catheter, if less pronounced. 

5. Coronary dilators—intravenously or by 
mouth—serve a definite purpose and can safely 
be started early in the course of the manage- 
ment of the patient. 








THE AGING 


6. Sedation is of utmost importance. The 
type or kind is irrelevant. It may call for opi- 
ates and shade off into the barbiturates. 

If coronary disease has as its basic pathology 
atherosclerosis (excluding those instances due 
to hypertension, syphilis and those of embolic 
origin), then certain other premises follow 
quite logically: it belongs primarily to the later 
decades of life and it is progressive, culminat- 
ing in some instances and in some individuals 
with a very marked limitation of physical and 
mental potentialities in a state of status an- 
giosis. Here we are, in my opinion, dealing 
with a chronic progressive end result. 

The prognosis of status angiosis will vary 
naturally with the stage or degree of general- 
ized sclerosis and atheromatosis. The manage- 
ment concerns itself largely with maintaining 
such an individual within his energy potentials 
through rest and coronary dilators. 


N CONCLUSION, I should like to leave the fol- 
Sieslas impressions with you concerning 
coronary disease: 

1. Most so-called instances of angina pectoris 
have sustained previous occlusions. 

2. Coronary disease is a disease of senility, 
in spite of the not too infrequent instances in 
early life. 

3. Pathologically it is due to arteriosclerosis 
and more specifically, atherosclerosis. 

4. It is progressive and frequently culminates 
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as “chronic coronary insufficiency.” 

5. The pain, discomfort or strangulation is 
in all instances due to varying degrees of coro- 
nary insufficiency and a resultant myocardial 
ischemia. 

6. The clinical diagnosis of “acute myocar- 
dial infarction” is based upon prolonged cardiac 
pain plus evidence of heart-muscle necrosis. 

7. In early life the first segment of the left 
coronary is most frequently involved because 
it turns at almost a right angle. 

8. In later life, the right coronary is occluded 
as frequently as the left. 

g. More sudden deaths are due to left coro- 
nary lesions than to right. 

10. Paradoxically, anastomoses between coro- 
nary vessels increase progressively with age. 

11. Exceptional instances of advanced coro- 
nary sclerosis in very youthful individuals from 
the ages of 12 to 30 are encountered clinically 
and in the literature, proved by autopsy. 

12. In youthful individuals, pathologically 
the thrombus is usually a vascularized, soft 
mass; in the old, the thrombus is calcified; and 
in middle age, it shows a combination of the 
two. 

13. I have described a very definite clinical 
entity, which J see and you see frequently and 
constantly. Possibly I have theorized a bit, and 
perhaps some of my statements, particularly 
those applying to coronary disease, have not 
been certified, yet in their entirety they present, 
I believe, a true and important picture. 




























DIAGNOSTIC CLINIC 


for operation upon the stomach. For the 

sake of brevity, the discussion will be limited 
to benign ulcerative lesions of the duodenum. 

Today the internist and the surgeon are in 
almost complete agreement that four-fifths of 
the patients with duodenal ulcer can be quite 
successfully treated by medical management 
alone. The indication for surgical intervention 
occurs only in complications of duodenal ulcer. 
In either medical or surgical management the 
gastric acidity must be controlled if the therapy 
is to be successful. That ulcers may in rare cases 
persist and even recur in face of a low acid is 
an established fact, so all other factors must 
likewise be controlled if possible. This situation 
obtains after surgery as well as it does on medi- 
cal therapy. Surgery, after all, is not a cure-all 
for ulcer. 

When we discuss the indications for surgery 
we must bear in mind that surgery is offered 
as the lesser of two evils, the patient having 


Ii THIs paper we shall review the indications 
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arrived at a point where medical management 
alone does not suffice; either it does not ade- 
quately protect the patient’s life, or it does not 
adequately relieve him of symptoms. 

Where to draw the mythical line between 
medical and surgical treatment is difficult in 
many cases, but certain principles based on re- 
sults can at least act as guideposts to a proper 
decision and save the patient from becoming 
too great a surgical risk or enduring needless 
symptoms over a long period of time. 

Surgical intervention is indicated in duodenal 
ulcer in cases of perforation, and in certain 
cases of obstruction, hemorrhage, and intracta- 
bility under medical management. 

Acute perforation with ulcer is recognized 
by all as being a surgical emergency and is an 
out-and-out indication for surgery. The inci- 
dence of perforation is quite high, occurring in 
about 10 to 20 per cent of patients who are ad- 
mitted with ulcer to large hospitals. It is signifi- 
cant, however, that even though most of these 
patients have symptoms for from one to five 
years prior to their perforation, only 10 or 20 
per cent of these cases have been under previ- 
ous medical management. In other words, in 
the face of proper medical care the incidence 
of perforation is low. 

To consider the indications for surgery in 














the presence of obstruction, let us review a case. 
The patient’s history is briefly this. She is thirty- 
nine years of age and she recently entered the 
hospital complaining primarily of vomiting. 
She dates the onset of her symptoms to 1941, 
at the time of the birth of her last child. At that 
time she vomited a lot before and after the de- 
livery of the baby. After a period of about two 
or three months of illness she was relieved of 
symptoms. Then symptoms recurred, with 
vomiting and severe abdominal pain. The pain 
was to the right of the midline in the upper 
abdomen. The pain was worse after the noon 
meal and at night and was not relieved by food. 
Soda seemed to help some. The night pain was 
extreme and could be relieved only by forced 
vomiting, which gave temporary relief. 

These symptoms lasted for several weeks and 
then she passed some black, tarry stools, and 
was relieved of pain. She remained quite well, 
except for some night pain, until fall. She had 
another attack which was just like the previ- 
ous one, and this lasted until she was operated 
upon in January 1942 for what was thought to 
be gallbladder disease. The gallbladder was 
found to be normal and a penetrating duodenal 
ulcer was found. 


E MIGHT digress for just a moment to 
W dwell upon one point. The surgeon who 
did the operation had the case referred to him 
by a very good medical man. The surgeon is a 
good surgeon. They made an error which is not 
infrequently made. The patient’s history up to 
this point could very well have been gallblad- 
der disease rather than ulcer, if it were not for 
her tarry stools. That point in the history was 
probably overlooked. Cholecystograms, of 
course, were done before her operation and 
they failed to fill. It was thought that:she had 
a nonfunctioning gallbladder. I think the point 
should be made that in the case of active duo- 
denal ulcers, the cholecystogram may be un- 
reliable. If the history is confusing, the patient 
should also have a gastric series as well as a 
cholecystogram. 
Nevertheless, the abdomen was closed at 
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that time and she was placed on a strict medi- 
cal regimen which made her symptom-free, 
except for night pain, for about a year. Since 
then she had recurring attacks coming on 
usually in the spring and fall, which is quite 
characteristic. Her periods of relief became pro- 
gressively shorter and her night pain was al- 
most constant and at times almost unbearable. 
Vomiting was a prominent symptom. She went 
from doctor to doctor, and had nothing more 
than temporary relief. 

In June 1946, following severe symptoms 
which began early in the spring, she was ad- 
mitted to the hospital and found to have almost 
complete retention. Her doctor placed her on 
a medical regimen, and after three weeks she 
tolerated soft foods. X-rays revealed a deform- 
ity of the duodenum but no niche. 

On discharge from the hospital, symptoms 
promptly recurred and persisted until she was 
again admitted to the hospital in late Septem- 
ber. During that time she lost forty to fifty 
pounds. 
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In this case a subtotal gastric resection was 
done. The duodenal side of the pylorus was 
found to be markedly scarred and constricted. 
She has been symptom-free since her operation 
and should remain so. Her free acid at the 
present time is absent except after stimulation 
with histamine. 

Some things in this patient’s history are 
worthy of mention. In the first place, vomit- 
ing has always been a prominent symptom in 
her case, and that usually points to an ulcer in 
the region of the pylorus. Patients who have 
ulcers close to the pylorus usually do poorly 
on medical management. She also had a lot of 
back pain. Back pain in ulcer indicates a pene- 
trating ulcer of the posterior wall of the duo- 
denum. These cases likewise tend to do poorly 
on medical management. Night pain has al- 
ways been an important and a very severe 
symptom in this patient. The fact that night 
pain persisted even when her daytime pain was 
relieved indicated that under medical manage- 
ment her night acidity was never under control 
and she probably also had retention at night. 

At the time of her admission to the hospital 
in June 1946, it could not be definitely told 
whether or not this patient was suffering from 
spasm and edema which caused her obstruc- 
tion or whether she had a cicatricial obstruc- 
tion. In the light of her recent severe symptoms 
it very possibly could have been a temporary 
thing, but in the light of symptoms going back 
for five and a half years it would seem more 
likely that it was due to scar. 

Usually in patients who vomit a great deal, 
such as this patient did, the thing that causes 
the obstruction at first is spasm; then it is prob- 
ably spasm plus edema; but when it goes over 
a period of five and a half years it usually is 
scar because of the frequently recurrent or per- 
sistent inflammatory process. 

After long-standing obstruction of the stom- 
ach most patients run a low acid and do very 
well after so-called conservative surgical pro- 
cedures. This is particularly true in patients 
over fifty or sixty years of age. Their gastric 
acidity usually is very low. In young patients, 
however—and you may note that this patient 


was thirty-nine—there seems to be a definite 
tendency for the acid to go back to higher 
levels after the obstruction is relieved. For this 
reason I believe that in people in the younger 
age group, an extensive gastric resection should 
be done if it is technically not too difficult to do. 

To summarize obstruction cases, let us say 
that all cases of cicatricial obstruction require 
surgery and that many cases of recurrent ob- 
struction require surgery on the basis that their 
prognosis under medical management is poor 
and that eventually they will have to have sur- 
gery, so it should be done before they are poor 
surgical risks. Whereas conservative procedures 
may suffice for those beyond fifty or sixty years 
of age with a long history and a low gastric 
acidity, extensive gastric resection is indicated 
in younger patients because of the tendency of 
the gastric acidity to rise after the obstruction is 
relieved. 


;¥ CONSIDER another indication for surgery, 
hemorrhage in duodenal ulcer, let us con- 
sider the case of a woman sixty years old. She 
was admitted to the hospital in obvious shock 
due to hemorrhage. Her bleeding had begun 
three days before admission, without any warn- 
ing symptoms of pain or discomfort. She quite 
suddenly passed a large stool of liquid blood, 
very dark in color. She also vomited blood. She 
felt pain and was weak. She perspired freely 
and was thirsty. She continued to pass black, 
tarry stools and some liquid stools of dark 
blood. She absolutely refused to go to the hos- 
pital until three days after the onset of bleed- 
ing because she had had previous hemorrhages 
and they had all stopped spontaneously. Six- 
teen years previously she had bled, apparently 
quite severely, following some right upper 
quadrant pain. At that time x-rays were taken 
and they revealed a duodenal ulcer and also 
gallstones. She had three more very severe 
hemorrhages and several minor hemorrhages 
during the intervening years, with no other 
symptoms except occasional right upper ab- 
dominal pain, which she attributed to her gall- 
bladder since she knew she had gallstones. Her 











GASTRIC SURGERY: 


pain was unrelated to food. 

On admission to the hospital she was imme- 
diately given a transfusion. Her red blood 
count was 2,480,000 and her hemoglobin, 34 
per cent. Several hours later her red count 
dropped to 1,660,000, her hemoglobin to 22 
per cent. 

During a period of forty-eight hours this 
patient was given over 3500 cc. of blood and 2 
units of blood plasma, but her condition be- 
came steadily poorer and she died. 

Bear in mind that this patient had apparent- 
ly bled for three days before she came to the 
hospital. At the time she was first seen by a 
surgeon she had been too ill for too long a 
time to justify an attempt at surgery. This 
opinion was concurred in by two surgeons. 

In this case the question is, would surgery 
have been indicated if the patient had come to 
the hospital on the first or second day of her 
hemorrhage? I believe so. In the first place, 
she had a known ulcer, she had bled before, 
and the presence of ulcer had been established 
by x-ray. She did not have cirrhosis of the liver, 
which would account for bleeding from eso- 
phageal varices. She had had a long history of 
bleeding so that it was quite evident she was 
not bleeding from carcinoma. The diagnosis 
was very definitely established. The hemor- 
rhage also was definitely massive. She bled a 
large quantity. She was sixty years old. In this 
age group people with severe massive hemor- 
rhage have a mortality of about 33 per cent. 

If the case were in the hands of a capable 
surgeon accustomed to doing gastric resection, 
with blood available for transfusions during 
and after surgery, and if the surgery could 
have been done within a reasonable period, 
preferably within forty-eight hours, the risk 
should not have been more than 1o per cent in 
this patient. However, if a skilled surgeon and 
the other facilities are not available, the surgi- 
cal mortality, of course, can approach the mor- 
tality of medical therapy. 

It is worth pointing out that the fact that this 
patient had bled before did not protect her 
from a fatal hemorrhage, though she was quite 
confident that it would. It should be borne in 
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mind by us doctors, however, that a fatal 
hemorrhage can just as well be the first hemor- 
thage. As a matter of fact, over half of the peo- 
ple who bleed to death, bleed to death at the 
time of their first hemorrhage from duodenal 
ulcer. Although immediate surgery in severe 
massive hemorrhage is indicated in people be- 
yond fifty or so, on the basis of statistics that 
have been carefully accumulated in large hos- 
pitals, it is just as true that patients under forty- 
five or fifty should be treated conservatively. 
Death from hemorrhage in the younger age 
group is not common. This accounts for the 
fact that most doctors treat hemorrhage from 
ulcer quite lightly. Many men with extensive 
practices have never seen a patient bleed to 
death. After all, most people who bleed from 
hemorrhages or who have hemorrhages in 
ulcer are in this younger age group and they do 
well and should not be operated upon, but we 
surely should bear in mind that the older pa- 
tient with sclerotic vessels carries a high mor- 
tality with his bleeding, and surgery should be 
definitely considered. 


I SURGERY indicated after recurrent hemor- 
rhage? Let us consider the case of Mr. G. He 
denies any symptoms until ten years ago. He 
then experienced rather sharp, cramping pains 
in the epigastrium, which radiated to the right 
upper quadrant. The severe pain was relieved 
by vomiting, which he forced himself to do. 
Food temporarily relieved his pain. He did not 
experience night pain. He had no tarry stools 
and no evidence of blood in his vomitus. He 
was placed on a diet by his doctor which re- 
lieved him of all symptoms within two months. 
He remained symptom-free for about five years 
and then experienced pain in his right upper 
abdomen for about two days, seemingly unre- 
lated to food, and then began to vomit blood. 
He vomited large amounts of coffee-ground- 
like material three or four times and also passed 
three or four black or dark-red, liquid stools. 
He felt weak and faint. He was soon symptom- 
free and remained so until his most recent epi- 
sode. This occurred about one month ago when 
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he was readmitted to the hospital following an 
acute hemorrhage. He denies any warning 
symptoms of any kind, and had no pain dur- 
ing this five-year interval. He has been com- 
pletely free of any type of pain before or after 
the onset of his bleeding. 

On admission to the hospital his blood pres- 
sure was 84/50. He was obviously in shock. He 
was given 500 cc. of blood immediately and 
his blood pressure rose to 122/80. Within three 
hours his pressure had again fallen to 82/40, 
with a pulse rate of 118. He was restless, he 
was pale, and he passed a large stool of bright 
red blood. His blood count was taken again 
and it was 1,870,000; his hemoglobin was 33 
per cent; and his blood pressure fell to 66/40, 
following which it gradually improved and 
reached 100 systolic after about sixteen hours 
in the hospital. There was no further evidence 
of hemorrhage. 

X-rays on his fourteenth day in the hospital 
revealed a constant deformity of the duodenal 
bulb with narrowing but no ulcer crater was 
demonstrable. Colon and esophagus were nor- 
mal. 

This man had had two massive hemorrhages. 
His last hemorrhage was sudden and without 
warning. Fortunately, bleeding stopped soon 
after its onset. Immediate surgery was avoided. 

What is the proper course to follow in a case 
such as this? I believe that he should have gas- 
tric resection to avoid the possibility of future 
hemorrhage. He is fifty-six years of age. With 
his blood vessels, the next hemorrhage may 
well be fatal. He had no warning of the ap- 
proach of this hemorrhage. He has been a good 
patient; he has followed his diet fairly well, 
as well as a person can be expected to follow a 
diet if that old persuader, pain, isn’t present. 
He stopped smoking and he does not drink. 
There is no reason to feel that there would be 
any warning before his next hemorrhage. 

The mortality rate of gastric resection in 
this man should not be more than about 5 per 
cent. Incidentally, gastric resection is almost 
essential to control bleeding because of the 
peculiar blood supply around the duodenum. 
Operations directly upon the duodenum are 


hardly satisfactory and do not insure against 
hemorrhage in the future. In younger patients 
with recurrent hemorrhage, surgery should be 
considered more on the basis of intractability 
than of danger to their lives from hemorrhage. 
Allen has pointed out that about 20 per cent of 
patients who have had hemorrhage do poorly 
on medical management. 

To summarize, let us say that patients with 
severe massive hemorrhage beyond the age of 
fifty are entitled to gastric resection if the sur- 
geon and the facilities are available, and if the 
surgery can be done within a reasonable period 
of time after its onset. Patients under fifty 
should, as a rule, be treated conservatively and 
not subjected to immediate surgery. Recurrent 
severe hemorrhage in any age group is usually 
an indication for gastric resection. 


INALLY, to consider the problem of intracta- 

bility to medical therapy, let us review an- 
other case. I took this case out of the records 
of the gastric clinic. In 1937 at the age of 20 
this man first noted epigastric pain with a feel- 
ing of gaseous distention and a sensation of 
pressure in the upper abdomen occurring one 
hour after eating. There was no radiation of 
the pain and he denied having any night pain. 
His symptoms for the most part were moderate 
and occasionally entirely absent. 

One year after the onset of his symptoms 
they became much more severe and night pain 
began. He began to vomit occasionally. The 
vomitus put his teeth on edge. He could no 
longer get even temporary relief with food or 
soda. He sought medical advice and was found 
to have a duodenal ulcer about 1 cm. in diam- 
eter. He ran a high gastric acidity; by that I 
mean his free acid was around go, his total 
around 120. 

After a period of eight months of careful 
medical management this patient’s symptoms 
were still severe and he showed no improve- 
ment on x-ray examination. He was admitted 
to the hospital and failed to get relief on hos- 
pital care. He was therefore operated upon. 
One-third of his stomach was removed at that 
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time and a posterior gastro-enterostomy was 


done. This is the Billroth type of operation. 
From the surgeon’s note I could not be sure 
whether or not an exclusion type of operation 
was done, but the ulcer was left; there was so 
much inflammation that he felt he could not 
resect distal to the ulcer. 

Although the patient got temporary relief 
from his symptoms, he continued to run a high 
gastric acidity. There were several tests done; 
one, for instance, ran 96 free and 120 total. In 
three months his old symptoms recurred and 
in another three months he had a severe hemor- 
rhage. He was hospitalized and discharged one 
month later symptom-free, only to have a re- 
currence of pain and another hemorrhage. In 
the next four months he had two more hemor- 
rhages. During this period a possible marginal 
ulcer was described on fluoroscopy but could 
not be demonstrated gastroscopically. 

Because of the completely unsatisfactory re- 
sult of his partial gastric resection over a period 
of approximately two years, as evidenced by 
severe symptoms, recurrent hemorrhage, and 
continuously high acidity, he was readmit- 
ted, the old anastomosis was taken down, a 


A surrealist’s conception of Gastric Hemorrhage 
painted in oil by Clyde W. Geiter, M.D., associate 
medical director and industrial physician, Frederick 
Sterns & Co. 

Most prominent in the picture is an anemic face, 
with a look of blankness. The head is surrounded 
with clouds and bubbles to represent the feeling of 
lightheadedness, as symptom of the disease. The 
body is a barrel, half filled with viscera. The heart 
is seen as a huge watch, ticking life away. In the 
patient’s nose is a Wangensteen tube. On an exten- 
sion arm a white tray bearing a rubber glove is thrust 
forward toward the suffering face, as a hope that an 
operation may bring relief. A syringe for sedative 
aid is also visible, as is bottle of whole blood, hanging 
from a tree branch from which icicles drip, and 
ready for a transfusion. 
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high subtotal resection (three-quarters of his 
stomach) was done. That was done five years 
ago, and he has since been symptom-free and 
his acid has remained very low. 

This case illustrates the intractability to 
medical regimen of a few cases of duodenal 
ulcer. This patient was cooperative and he was 
treated under a regimen that was satisfactory 
for most other medical cases. 

I have not mentioned the operation of va- 
gotomy because it is in the stage of observation 
at the present time. It certainly shows a great 
deal of promise, but it is not well enough es- 
tablished to advocate as a general rule. 
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Differential Diagnosis of Lesions of the 
Mammary Gland 
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HE first case to be discussed is that of a 
| woman, 74 years of age. She was admit- 
ted to the surgical service of the Uni- 
versity Hospital in Cleveland three weeks ago 
complaining of a sore place on her foot. She 
has had a brownish flat mole on the medial 
surface of the left foot that caused her no con- 
cern until five months ago when it became 
tender, turned black, and ulcerated. 

Her previous history shows that she had an 
ovarian cyst, right tube, and appendix removed 
twenty-five years ago. Two years ago the pa- 
tient noted a small amount of discharge from 
the right nipple, but this disappeared after two 
weeks. Recently a bloody discharge from the 
left nipple has been noted. There has been no 
associated pain. 

The physical examination is unimportant 
except for the breast condition and the lesion 
on the foot which has been removed by local 
excision, cauterization, and skin graft. The 
diagnosis of the lesion on the foot is melano- 
blastoma. 

We are interested in the breast lesion. It 
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might be well to say a word about the exami- 
nation of women for breast lesions. If you are 
going to do it thoroughly you have to expose 
both breasts. Note any change of contour, the 
types of breasts, and any irregularity of the 
nipples. 

This patient’s chief and only complaint is 
that she has a discharge from both nipples. A 
serous discharge can be expressed from both 
nipples. There are no palpable masses in either 
breast on examination. | think it is important 
to examine first with the arms to the side, and 
in pendulous breasts to support the breast and 
gently with a flat hand palpate the entire sur- 
face. That first palpation reveals no mass what- 
soever in this lady’s breast. It is perfectly 
smooth, normal breast tissue. The same thing 
is true on the other side. 

It is well to ask the patient to abduct the 
arm, then to flex the forearm and palpate the 
breast again, because this action lifts the breast 
and sometimes posterior tumors will become 
a little more forward and you can feel them 
if they are small. In the case of this patient we 
can feel nothing, however. The flat hand in 
the axilla pressing the skin against the ribs re- 
veals no masses in that axilla. This patient is 
a case of bilateral watery discharge from both 
breasts, no tumors present. 
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The next patient is 38 years old and was ad- 
mitted to the hospital complaining of trouble 
with her right breast. Her present illness began 
three weeks ago, when the patient felt her 
right breast itched and she pinched it. She 
noted serum exuding from the region of the 
right nipple and areola. The region was band- 
aged twice daily and bathed in Epsom salts. 
An eschar would form, subsequently would 
come off, serum would again exude from the 
nipple and areola, and this cycle repeated itself 
approximately three times in three weeks. She 
had had no previous difficulty with either of 
her breasts or nipples. The other history is ir- 
relevant. I have examined the left breast and 
it is perfectly normal. 

This patient has a thickened, eczematous 
condition about the right nipple. The nipple 
is flattened and is a little retracted. When I 
cupped the breast I was able to express some 
serum, a watery serum, not bloody. She has a 
lesion about the areola of the right breast. This 
lesion causes itching but no particular pain. 
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She has not noticed any masses or lumps in her 
breast at any time. She is married and has two 
children. Except for this condition, she is per- 
fectly healthy. 

Of course, all we can hope to do right now 
is to discuss the more important lesions—more 
important because they are more common. | 
should like to discuss briefly four benign le- 
sions and two malignant ones. The benign 
lesion, fibro-adenoma or adenofibroma (most 
people call it fibro-adenoma), is a_ perfectly 
recognizable lesion, which presents no difficulty 
in diagnosis. It is a small tumor distinctly en- 
capsulated; it can be moved freely in the breast 
tissue, is not attached to the skin, is painful, 
occurs in women in their twenties, and is about 
the size of a cherry. At times these fibro- 
adenomas, particularly in the colored race, take 
on growth and become very large. If they are 
fibro-adenomas they remain, as a general rule, 
benign, so that we have no particular concern 
about them. I have removed fibro-adenomas in 
a colored girl who had them bilaterally, one 
from one side the size of a grapefruit, one from 
the other side the size of an orange. They do 
grow much larger than that. 

There is another benign tumor called intra- 
canalicular myxoma. It occurs in a little older 
age group, usually between thirty and forty. 
It is a definitely encapsulated tumor and can 
be moved freely within the breast tissue. The 
overlying skin is not attached. It is a softer 
tumor than a fibro-adenoma. It has just one 
potentiality that makes us feel a little more 
concerned about it than a fibro-adenoma, and 
that is, at times, and fortunately rarely, it takes 
on rapid growth and when it does it usually 
undergoes sarcomatous, not carcinomatous, 
change. 


HE next most common lesion is intraduc- 
T tile papilloma. These intraductile papillo- 
mas are classified as benign and yet, in my 
experience, they are certainly a little bit more 
than potentially malignant and they may very 
well be malignant if they occur in women over 
forty. The one characteristic, pathognomonic 
thing about them is that there is a discharge 











38 POSTGRADUATE MEDICINE 


of pure blood from the nipple. You cannot 
palpate these tumors as a general rule. They are 
small papillomas growing into the ducts re- 
sulting in bloody discharge. Certainly in women 
over forty, and I should think even over thirty- 
five, one should not trifle with such a lesion. 
Do not dismiss it lightly; do not say, “Oh, 
well, it is benign. We won’t do anything about 
it. We can’t feel the tumor; there can’t there- 
fore be much wrong with the breast.” Those 
cases should be transilluminated, which means 
lifting up the breast and with a light transil- 
luminating the breast in a dark room. That 
will be a great diagnostic help because as a 
rule it will show a dilated duct where the 
lesion is. Soft tissue x-ray will also be of help 
in the diagnosis. 

An analysis a few years ago of one of our 
series of 200 breast cases showed that 6 of those 
were papillary cystadenomas and of the 6, 4 
were malignant when submitted to the micro- 
scope, so I cannot look upon these intraductile 
papillomas or, as they are sometimes called, 
papillary cystadenomas, with anything but 
real concern. 

The most interesting disease of the breast, 
including malignant disease, if you please, is 
the disease called by so many names, but most 
commonly called chronic cystic mastitis. Chron- 
ic cystic mastitis, as a matter of fact, is not a 
particularly good name because it implies that 
it is inflammatory in origin. It definitely is 
not. I think we now know, beyond any reason- 
able doubt, that it is based on a hormonal im- 
balance, with stimulation of the pituitary to 
the graafian follicle of the ovary and in turn 
to the breast. 

In a large percentage of these cases we find 
an associated pelvic pathology. In a series of 
100 cases that we analyzed not too long ago, 55 
per cent had definite pelvic pathology. 

The clinical picture is rather definitely 
marked in chronic cystic mastitis. It may be 
bilateral in 20 per cent of the cases. It is pain- 
ful; carcinoma is not. (I wish it were; then we 
would get people at a time when we might be 
able to do something about it). There are two 
types. There have been a good many patho- 


logical classifications, but time will not permit 
going into the various classifications of differ- 
ent authors and the reasons for their making 
those classifications. 


132 CASES—RADICAL MASTECTOMIES— 
RODMAN METHOD 


FREE FROM ALL EvipeNce oF LocaL, REGIONAL oR DISTANT 
METASTASIS. 
Per Cent Duration, in years 
61 ye ey : 3 
a ee d 5-10 
6 eee Over 15 


132 CASES—RADICAL MASTECTOMIES— 
RODMAN METHOD 
Per Cent 

53 Axillary metastasis at operation. 

23.5 Free from recurrence for 5 years 

46 No axillary metastasis at operation 

63.5 Free from recurrence for 5 years 

2.2 Local recurrences in entire group 


T HE two important types are, first, that type 
occurring in young women _ between 
twenty and thirty as a very general group, 
with pain particularly in the premenstrual 
stage, the pain being referred to the breast, 
sometimes to the right arm. The patient tells 
you that she has tender areas in the breast, but 
does not complain of a definite tumor mass or, 
as she would say, a lump. 

When you come to examine such a breast 
you will find no definite tumor. You will find 
—and I don’t know of any better way to put 
it—irregularities of the breast tissue; the breast 
tissue does not feel smooth; the overlying skin 
is not attached; the breast is tender to palpa- 
tion, particularly in the premenstrual stage. 
The menstrual cycle bears such an important 
relationship to chronic cystic mastitis and to a 
thorough understanding of that condition that 
I only wish we could go into it more deeply. 
Suffice it to say that one must see these patients 
in the premenstrual stage, in the menstrual 
stage, the postmenstrual stage, and the resting 
stage; one should see such patients once a 
month in these cycles before one really can 
decide about some of these cases of chronic 
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Figure 1. Advanced carcinoma of breast showing growth attached and about to break through the 
skin. 


Figure 2. Earliest operative procedure to remove breast for carcinoma. Eliptical incision used by 
most operators. Oval incision of Gross. 


Figure 3. Gross method showing attempt to remove axillary glands. 
Figure 4. Original Halsted method. 

Figure 5. Halsted method. Pectoral muscles and axillary contents removed. 
Figure 6. Rodman method of radical amputation showing axillary dissections done first. 
Figure 7. Incision for removing breast. 


Figure 8. Operation complete. 


Figure 9. Appearance of sutured wound. 
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cystic mastitis, because the breast changes as- 
tonishingly in those stages. The breast, you 
know, is in its resting stage from the fifth to 
the fifteenth day after menses, and then it be- 
gins to go through its cycle again. 

The mazoplasia, which is the name Cheatle 
gave the first type, is a benign condition. It is 
not pathologic. The other variety of chronic 
cystic mastitis is the dangerous type. 

The second type Cheatle calls by an out- 
rageous name that nobody can remember. | 
will mention it if I can remember it myself— 
cystiferous, desquamative, epithelial hyper- 
plasia. Nobody is going to use a name like that. 
It is an epithelial hyperplasia group that usual- 
ly occurs in women over thirty, whereas the 
mazoplasia occurs in women twenty to thirty 
years old. The second type may be malignant. 
In our own series it was malignant in 15 per 
cent of the cases we submitted to the micro- 
scope. Cheatle says that in his series 20 per cent 
were malignant when submitted to the micro- 
scope. 


O' coursE, the principal problem so far as 
the breast is concerned now, as it always 
has been, is carcinoma or cancer. A patient 
with a perfectly typical appearance of a carci- 
noma located in the central zone will have 
retraction of the nipple, with dimpling of the 
skin, or the so-called “orange-peel” skin. There 
is a marked difference between the two breasts. 
You so often hear it said that you must have 
retraction of the nipple in cancer of the breast. 
That, of course, is not true. It depends on the 
location. If it is in the central zone, yes, if it 
is allowed to remain there long enough. 

In early carcinoma, we should, theoretically 
at least, be able to cure 100 per cent of the 
cases. Unfortunately, there is no series on rec- 
ord that I know anything about that can show 
100 per cent of cures. The best we can show 
you is 70 per cent, usually 63 to 70 per cent 
depending on various authors. 

When carcinoma has remained in the breast 
for some years it becomes adherent to the skin, 
finally ulcerates through, breaks down, and 





(Left) Shows usefulness of 
arms not interfering with ad- 
duction. 

(Right) Arms in full extension. 


there is usually not only axillary metastasis but 
metastasis to other regions. 

Inflammatory carcinoma, or carcinomatous 
mastitis as it is sometimes called, is a very ma- 
lignant type and usually occurs in the puer- 
perium and involves the entire breast. Usually 
it is rapidly fatal, and so far as my own experi- 
ence is concerned it is a perfectly hopeless con- 
dition with respect to radical surgery. 

Another type of advanced carcinoma is the 
so-called atrophic or withering appearance 
where the breast tissue has been destroyed 
finally by the malignant growth which has 
squeezed out breast and fibrous tissue. 

Recurrences should not recur often and I be- 
lieve the reason they do recur is that in the 
operative removal en bloc for carcinoma, radi- 
cal breast amputation, we do not take enough 
skin in certain types of operation. 

X-ray is valuable but not as a preoperative 
aid. We do so routinely, of course, postopera- 
tively wherever there is axillary metastasis. 

Paget’s disease of the nipple is cancer of the 
breast with secondary changes in the nipple; it 
is cancer of the duct. It was originally thought 
to be a skin lesion when first described by Sir 
James Paget in 1874, but we now know it to be, 
without any doubt, cancer of the ducts with sec- 
ondary areolar change, with a florid dermatitis 
and usually a discharge from the nipple and 
with a thickened, edematous area about the 
areolar zone. 
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Rheumatic Heart Disease in Children 
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N CHILDHOop there are two main forms of 

heart disease—congenital heart disease and 

rheumatic heart disease. Of the two, rheu- 
matic heart disease is the more important. In 
the first place rheumatic heart disease is encoun- 
tered much more often than congenital heart 
disease. Furthermore congenital heart disease 
representing as it does a congenital anomaly 
rather than infection, is a relatively static con- 
dition. From earliest life one is fairly well able 
to assess the amount of damage and to know 
what possibilities the future holds for the child. 
In rheumatic heart disease, on the other hand, 
the condition results presumably from an infec- 
tion which is likely to be repeated often, each 
bout of infection resulting in more serious dam- 
age to the heart. Hence one is never able to 
write a complete picture of rheumatic heart dis- 
ease so long as the patient remains alive. In one 
instance the child may have a single attack with 
relatively slight damage and go through life 
with no recurrences and realtively little or no 
appreciable handicap, while in another instance 
a first attack may be overwhelming and prove 
fatal within a few weeks. More common than 
either of these extremes is the picture of re- 
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peated rheumatic infections over a period of 
several years, each one of which is likely to 
inflict progressive damage on the heart with 
increasing handicap so far as physical activity 
is concerned. 

Rheumatic heart disease is not an isolated 
phenomenon. It is only one of several compo- 
nents of the entire syndrome of rheumatic fever. 
The pathologists inform us that many organs 
and tissues throughout the body reveal the 
presence of Aschoff’s bodies, including the 
heart, the lungs, the blood vessels, the brain, 
and even the skeletal muscles. From the clinical 
standpoint there are a number of phenomena 
which have come to be recognized as patho- 
gnomonic of the rheumatic infection. These 
are polyarthritis, chorea, rheumatic nodules, 
annular erythema, and rheumatic heart dis- 
ease. When seen in typical form it is generally 
conceded that any one of these manifestations 
is sufficient for a diagnosis of rheumatic infec- 
tion. There are several minor manifestations 
which are quite frequent but not pathogno- 
monic. These include nose bleed, arthralgia, 
pallor, slight elevation of temperature, rapid 
heart action, and anemia. 

I now wish to discuss a few cases to illustrate 
some of the salient points in the behavior of 
the rheumatic infection. 
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Shirley first came to the Children’s Memorial 
Hospital in September 1940, when she was a 
little less than six years old. She had been per- 
fectly well until ten days before coming to the 
hospital, when she began to be nervous and 
irritable. She had been dropping things, had 
manifested jerky movements, and had devel- 
oped great difficulty in walking. Finally she 
was unable even to stand alone. She was unable 
to feed herself. The mother said that the child 
was so nervous that she could not sleep or rest. 
She had been in bed a week before admission. 
Physical examination at the time of hospital 
admission revealed a perfectly typical and very 
active chorea. The child had marked emotional 
instability and widespread involuntary move- 
ments. She had no fever. Her blood count 
showed no anemia and there was no leukocy- 
tosis. The sedimentation rate was 3 mm. in one 
hour. In other words, there was no evidence 
either on physical examination or on laboratory 
findings of the presence of active infection. 

During her stay in the hospital, a very short, 
soft, localized systolic murmur was heard at 
the apex which was felt to be of doubtful sig- 
nificance. X-ray examination of the heart at 
this time showed that it was of normal contour 
and size. All signs of chorea disappeared and 
the patient was discharged from the hospital 
after two months. She was then followed in the 
outpatient department, where it was noted that 
the slight systolic murmur which had been 
present had completely disappeared. 

The child remained well for eight months, 
but then she again came to the hospital with 
symptoms and signs of active chorea. In this 
instance, however, the story was slightly dif- 
ferent, in that three weeks previously she had 
complained of pain in her ankles sufficiently 
severe to cause her to limp. It is significant 
that on the second admission examination of 
the heart revealed the apex one-half inch be- 
yond the midclavicular line, together with sys- 
tolic and mid-diastolic murmurs at the apex. 
It was also significant that x-ray examination 
of the heart at this time showed 15 per cent 
enlargement. Furthermore, the sedimentation 
rate, which had been 3 mm. on the previous 


admission was now found to be 16 mm. in one 
hour (Cutler method). With rest in bed the 
patient again improved and was discharged 
from the hospital after a stay of two and one- 
half months. 


NE month after discharge from the hospi- 
Oral she reported to the clinic with the story 
that she had had a cold during the preceding 
two weeks. Examination revealed an inflamed 
throat but no change in the heart findings. The 
child was advised to remain in bed at home 
and to return two weeks later. On returning 
after two weeks the mother stated that there 
had been no particular change in the child’s 
condition. She had not complained of joint 
pains. At this time, however, there was a strik- 
ing change in the physical examination. The 
heart was markedly active, the apex thrust was 
prominent, the systolic and mid-diastolic mur- 
murs previously present were still heard, but 
there was in addition a diastolic murmur along 
the left sternal margin typical of aortic insuf- 
ficiency. Moreover, whereas only three months 
before x-ray examination had shown the heart 
to be only 15 per cent enlarged, it now showed 
it to be 50 per cent enlarged. Furthermore, 
rheumatic nodules on the right elbow were 
noted. The patient was again admitted to the 
hospital. 

It might be well to point out that neither 
joint pains nor chorea were present preceding 
this latest recurrence of cardiac involvement. 
There was, however, a history of throat infec- 
tion several weeks before the new bout of car- 
ditis. It should also be emphasized that on this 
occasion a new valve had become involved, and 
that—what is much more important—rheu- 
matic nodules had appeared. It is evident that 
this newest attack was more severe than the 
preceding ones, and it was necessary to keep 
the patient in the hospital for a longer period. 
On this occasion the duration of the hospital 
stay was five months. 

At the time this paper was written it was 
almost two and one-haif years since the child’s 
last discharge from the hospital and she had 
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remained well since that time. She attended 
school and was able to exercise moderately. 

In summary, this is a very remarkable ex- 
ample of numerous and varied manifestations 
of rheumatic fever. In the first place, the pa- 
tient had a pure, uncomplicated chorea. During 
her first stay in the hospital she had a normal 
temperature, normal leukocyte count, and nor- 
mal sedimentation rate. She left the hospital 
with a good heart. Before her second attack of 
chorea, however, she gave a history of having 
pain in her joints. On the second admission to 
the hospital she showed cardiac enlargement, 
systolic and mid-diastolic murmurs over the 
mitral area, and an increased sedimentation 
rate. Her signs of active infection subsided and 
she returned home and again seemed to be get- 
ting along well. However within about a 
month she contracted a throat infection which 
persisted for some two weeks. Shortly there- 
after she returned to the hospital and at this 
time there was aortic involvement in addition 
to her mitral damage and her heart was much 
larger than it had previously been. What is 
more important is the fact that she now ex- 
hibited rheumatic nodules. I emphasize the 
finding of rheumatic nodules because they in 
themselves are practically always indicative of 
severe rheumatic infection with serious heart 
damage. It should also be emphasized that in 
this one patient we have had four of the five 
major rheumatic phenomena, namely, chorea, 
polyarthritis, rheumatic nodules, and rheu- 
matic heart disease. The only one lacking was 
annular erythema. 

By 1944 there had been a period of two and 
one-half years without any evidence of rheu- 
matic activity. Have we the right to conclude 
that the patient will remain free of rheumatic 
recurrences? The long free interval is encour- 
aging. However, in 1944 the girl was only about 
ten years old, and it is well known that recur- 
rences are frequent at least until the age of 
puberty. It is also taught that rheumatic fever 
tends to subside after about a five- or six-year 
period. Inasmuch as four years elapsed since 
the first attack we have some right to be hope- 
ful that there will be no further recurrences. 


Even though there is considerable cardiac dam- 
age, the child is able to attend school and is 
getting along quite well. 


ARION was first seen in our Medical Clinic 

because of eczema at the age of 21 months. 
At that time her heart was reported to be nega- 
tive. She returned several times to the clinic 
because of eczema and occasional attacks of 
bronchitis. When seen at the age of 3 years, 
definite heart findings were noted. The left 
heart border was found to be outside the mid- 
clavicular line and there was an apical systolic 
murmur loudest at the apex but heard both to 
the left and over the precordium. There was no 
history suggesting rheumatic fever and there 
were no symptoms referable to the heart. There 
was, however, a history of scarlet fever two 
months previously. The question then arose as 
to whether the heart findings were rheumatic 
or whether the child had a congenital lesion 
which had been overlooked previously. 

The child remained well until five months 
later, when she came again to the Medical 
Clinic with the story of having been well until 
three days previously at which time she devel- 
oped a cold with fever, cough, and anorexia. 
She had also been very listless and pale. There 
was no previous history of chorea or joint pains. 
Physical examination revealed a moderate de- 
gree of dyspnea. The area of cardiac dulness 
was greatly enlarged, the right border extend- 
ing to the nipple line. The left heart border 
could not be made out because the dulness ex- 
tended beyond the left axilla into the back. 
The breath sounds were very distant beneath 
the left axilla and somewhat diminished even 
at the left apex. Between the lower angle of 
the scapula and the spine there was exquisite 
bronchial breathing. A to-and-fro pericardial 
friction rub was plainly heard both to the left 
and right of the sternum in the third and 
fourth intercostal spaces. Because of the loud- 
ness of the friction rub no murmur could be 
made out at this time. X-ray examination re- 
vealed that the left border of the heart ex- 
tended to the left costal margin and the right 
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border to within about one inch of the right 
costal margin. The heart shadow was approxi- 
mately 300 per cent enlarged. The x-ray sug- 
gested the possibility of pericardial effusion, 
but it was impossible to differentiate definitely 
between pericardial effusion and marked car- 
diac enlargement. 

Now it is well known that in rheumatic peri- 
carditis any great degree of effusion is rare. 
However, in this case because of the tremen- 
dous cardiac enlargement and because we were 
not sure that the pericarditis was on a rheu- 
matic basis we felt justified in undertaking a 
pericardial tap. This was done but no fluid was 
obtained. 

The child began gradually to improve, and 
repeated x-ray examinations revealed that the 
heart continued to decrease in size. After the 
friction rub had disappeared the systolic mur- 
mur previously described at the apex could 
again be plainly heard. The child remained in 
the hospital for four months, at which time she 
was discharged in good condition but with a 
considerable degree of cardiac enlargement. 

The acute attack of pericarditis occurred in 
1935. The girl has been followed in our out- 
patient clinic since that time. In the meantime 
she has had her tonsils removed and has had 
several attacks of bronchitis and one attack of 
pneumonia. Over this period there has been a 
distinct change in the heart findings. Whereas 
at first we heard only a systolic murmur at the 
apex, she eventually developed a_presystolic 
murmur at the apex together with an apical 
thrill. She has attended a cardiac school and 
is getting along well. She has been able to 
exercise fairly freely. 

The interesting feature in this case is that 
apparently the patient had had rheumatic 
heart disease without any other rheumatic phe- 
nomena present and with an illness so mild 
that it remained undetected; then some time 
later she had a very severe attack of rheumatic 
heart disease together with obvious pericarditis 
and tremendous dilatation of the heart. It is of 
further interest that she had no obvious recur- 
rences of her rheumatic fever for nine years. 

It is fair to inquire whether we can be sure 


that her cardiac manifestations were actually 
rheumatic in nature. Would it not be equally 
logical to conclude that her heart condition 
may have been originally congenital in nature 
and that her pericarditis was not necessarily on 
a rheumatic basis? I think that we have defi- 
nite evidence of the rheumatic nature of her 
illness. You will note that, as time went on, the 
findings at the cardiac apex changed and that 
whereas only a systolic murmur was heard at 
first, a presystolic murmur and thrill were 
eventually heard. This we should not have en- 
countered had the lesion been on a congenital 
basis because congenital lesions are not progres- 
sive. I would also like to call attention to the 
striking contrast in the behavior of the rheu- 
matic infection in the two children you have 
just seen. In the first, there were repeated bouts 
of infection over a period of years and prac- 
tically all the rheumatic phenomena were ex- 
hibited; in the second, there were never any 
known rheumatic episodes except the one se- 
vere attack of active heart disease including 
pericarditis. In 1944 the second child had been 
free from any known infection for a period of 
nine years. She was thirteen years old. Under 
such circumstances I believe that we may have 
reasonable hope that she will avoid future re- 
currences and that in spite of a heart already 
considerably damaged she will be able to get 
on fairly comfortably. 


ICHARD first came to us during 1942, at the 
R age of 7’ years. According to the history 
he had had scarlet fever three years previously 
and had not been very well since that time. He 
was pale, had nose bleeds, occasional abdomi- 
nal pain, breathlessness on slight exertion, and 
occasional pains in the legs. So far as the mother 
knew he had never had any fever. Physical ex- 
amination revealed a slightly built, blond boy 
who appeared to be somewhat pale. His tonsils 
were small and did not seem to be infected. 
However, his cervical lymph glands showed a 
considerable degree of enlargement. The heart 
was not enlarged on physical examination. 
Auscultation revealed a distinct although not 
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very harsh systolic murmur heard best in the 
second left interspace. This murmur was quite 
localized in character. 

The boy was sent to us because of his heart 
murmur. Did he or did he not have rheumatic 
heart disease? It will be noted from the history 
that he had had scarlet fever three years previ- 
ously. Scarlet fever has always been looked 
upon as a frequent forerunner of rheumatic 
heart disease. Furthermore he appeared rather 
pale which might be a sign of active rheumatic 
infection. However, his blood count was 5,880,- 
ooo and the hemoglobin 14.75 gm. so even 
though he appeared pale he did not have ane- 
mia. Also, he had had frequent nose bleeds, 
which are known to be a common occurrence 
in the presence of active rheumatic infection. 
Finally, he had had a number of attacks of so- 
called growing pains which had, however, in- 
volved his muscles rather than his joints. 

Now it is very obvious that he had had a 
number of symptoms which are associated with 
rheumatic infection, namely, scarlet fever, nose 
bleeds, pallor, and muscle pains. Yet when one 
reviews these symptoms he is not justified in 
making such a diagnosis because there is not 
a single one which can be considered patho- 
gnomonic of rheumatic fever. Perhaps the most 
suggestive one is that of growing pains, yet 
here again one must not be misled into accept- 
ing such pains as evidence of rheumatic fever. 
As a matter of fact it is the opinion of the ma- 
jority who have studied this subject most care- 
fully that the so-called muscle pains which 
children have so freauently are not manifesta- 
tions of rheumatic fever. It is only when these 
pains involve the joints that one should look 
upon them as a rheumatic phenomenon. In 
other words, I think one must state that we 
have here numerous symptoms that are often 
associated with rheumatic fever but no one of 
which can be looked upon as positive evidence. 

Let us now consider the cardiac examination 
to see whether it will furnish evidence either 
for or against such a diagnosis. It was stated 
that in the physical examination there was no 
cardiac enlargement. Moreover, the x-ray also 
verified the fact that the heart shadow was 
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within normal limits. The only finding on car- 
diac examination was a fairly distinct, localized 
systolic murmur best heard in the second left 
interspace. Now I think one may state cate- 
gorically that this murmur is not due to rheu- 
matic heart disease. 


N INTERPRETING the auscultatory findings in 
| ramen heart disease, one is greatly aided 
if he keeps in mind the pathology which is 
present in rheumatic cardiac invasion. Almost 
invariably the first valve which is involved and 
often the only valve which is involved is the 
mitral. In instances of mitral involvement the 
murmurs which occur are maximum in the re- 
gion of the apex. The earliest murmur which is 
heard after rheumatic invasion is practically 
always systolic in time. A little later an early 
diastolic murmur may appear, and still later a 
late diastolic, or so-called presystolic murmur 
may become audible. In the instances in which 
the tricuspid valve is involved the findings are 
practically indistinguishable from mitral valve 
involvement. In other words, the murmurs are 
at or near the apex. The only other valve which 
is frequently seriously involved in rheumatic 
heart disease is the aortic. 

In cases of involvement of the aortic valve it 
is true that we have a murmur that is heard 
above the apex over the body of the heart, but 
this murmur is diastolic in time, beginning 
with the second sound rather than occurring in 
systole. Its point of maximum intensity is usual- 
ly the third left interspace at the sternal mar- 
gin. Occasionally aortic stenosis supervenes, but 
in such instances the murmur is heard high up 
in the right chest usually at the first and second 
right interspaces. 

In other words the murmur described in this 
child does not fit in with the murmurs which 
arise in the course of rheumatic heart disease. 
The fact that it is systolic in time and heard in 
the pulmonary area immediately raises the 
question of whether it is a so-called functional 
murmur because it has the timing and location 
in which they are most frequently heard. 

The only important differential diagnosis 
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here is that of congenital heart disease, because 
we do encounter systolic murmurs toward the 
base of the heart in congenital heart disease. 
In fact, that is their usual location. Therefore 
we must decide whether this murmur is func- 
tional or congenital in nature. The fact that the 
murmur is not particularly harsh, that it is 
localized in character, that it is unaccompanied 
by a thrill, and that there is no evidence of ab- 
normal size or contour of the heart by x-ray all 
support a diagnosis of a functional murmur 
rather than one of congenital heart disease. 


I think we must still leave the question open 
as to whether or not this boy has had rheumatic 
fever. The symptoms are suggestive but not 
conclusive. The cardiac examination fails to 
offer any conclusive evidence that there is at 
the present time any mischief resulting from 
the rheumatic infection. Hence I believe that 
the boy may go about his usual activities but 
that from time to time he should be carefully 
observed for signs or symptoms pointing to 
rheumatic fever either in the heart or some 
other part of the body. 
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DIAGNOSTIC CLINIC 


Pre- and Postoperative Fistulas 
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there are many other fistulas which are due 

to disease and trauma, that is, accidental 
trauma. Of the group caused by disease, we 
should mention fistulas which result from actin- 
omycosis of the cecum, which are relatively 
common. They are, of course, spontaneous. 
Also fairly common are fistulas in chronic cases 
of terminal ileitis. Tuberculosis of the cecum oc- 
casionally breaks down into a fistula. Carci- 
noma can penetrate the wall of the abdomen 
as well as the wall of the bowel. Diverticulitis 
may do the same. Then, of course, we must re- 
member the perianal or perirectal fistulas which 
are much more common than any of those 
mentioned previously, but which will not be 
included in this discussion. 

Operative fistulas may be classified as inten- 
tional or accidental. We hope, of course, that 
most all of them are intentional and not acci- 
dental. The accidental ones are disagreeable 
from many angles. 

Of the intentional fistulas, colostomies are 
perhaps the most common. Gastrostomy, of 
course, is used a great deal for feeding purposes 
in obstruction of the esophagus—for carcinoma 
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and stricture. Enterostomy used to be a com- 
mon operation, particularly in intestinal ob- 
struction. A tube was placed in the small bowel 
proximal to the obstruction to obtain decom- 
pression and thereby protect the suture line. 
However, this procedure is now practically 
obsolete. 

A bile fistula of several days’ duration will 
follow removal of a T-tube from the common 
duct after choledochostomy. All these openings 
will close spontaneously unless there is an ob- 
struction distal to the opening. Some will close 
even in the presence of an obstruction. 

Of the accidental fistulas, so-called fecal 
fistulas are probably the most common; they 
are usually due to the accidental placement of 
a stitch through the bowel during closure of 
the peritoneum. On other occasions, small tears 
may be made in the wall of the intestine; if 
they are not observed and repaired, a fistula or 
fatal peritonitis may result. When using inter- 
rupted through-and-through sutures for closure 
of the abdomen, the suture which may pro- 
trude into the abdominal cavity may cut 
through the wall of the intestine three or four 
days later. 

Urinary fistulas can develop from trauma, 
including the use of radium. Duodenal fistulas 
are perhaps the most serious of all. 
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COLOSTOMIES 


A few words about colostomies themselves. 
They are of two or three types. The single- 
barrel colostomy which results from the so- 
called Miles abdominoperineal resection is most 
commonly encountered at this time. How- 
ever, when we do a radical Mikulicz resection 
of a bowel, that is, a stage operation, we com- 
monly bring up two loops together and prepare 
to crush them later with a crushing clamp. 
This procedure of bringing two loops out to- 
gether is a poor one for a permanent colostomy 
because of the tendency for development of 
herniation or prolapse of the proximal loop. If 
the operation chosen makes it necessary to 
bring out two loops and the colostomy is to be 
permanent, the loops should be separated by a 
layer of peritoneum, fascia, and skin as in the 
first stage of the Lockhart-Mummery opera- 
tion. This prevents herniation and is more 
desirable than the double-barrel colostomy with 
loops adjacent; but from the standpoint of 
function and care, this is not as desirable as the 
single loop of the Miles operation. 

At first the thought of a colostomy is very 
depressing to the patients. They immediately 
say they think they would rather not have the 
operation. However, after you discuss the pro- 
cedure with them and tell them about the 
experiences of other patients, they become 
adjusted very rapidly, and with a proper psy- 
chologic approach you can convince those 
patients that the colostomy is not going to be 
such a tremendous load as they thought it was. 
But a colostomy does require experience in its 
care. The physician must instruct the patient 
how to take care of it. He should explain how 
to irrigate the colon, and suggest that they 
irrigate it once a day, in the morning, and 
under ordinary circumstances they will have 
no more movements throughout the day. One 
should discuss diets with them, because large 
amounts of raw, coarse vegetables may cause 
diarrhea, which will keep them at home and 
keep them out of society because of the constant 
leakage. Emphasize the necessity of regularity 
of the irrigation, although occasionally some 
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patients actually do not have to irrigate the 
bowel. Usually, however, irrigation is necessary. 

The type of dressing must also be discussed 
with the patient. Discourage cups; they are 
obsolete and more than worthless. They actually 
tend to produce herniations and are a nuisance 
to clean. The required dressings consist of 
nothing more than a few layers of gauze over 
the colostomy, and fixation of this pad with a 
cloth belt. Odors can be controlled a bit better 
by wearing a thin rubber pad over the gauze. 
Such rubber belts are made and sold commer- 
cially. Activated charcoal given in enteric 
coated capsules is effective in controlling odor. 


F, AN example of colostomy for carcinoma 
of the rectum, which is perhaps the most 
common operative fistula, we have the case of 
a woman 47 years old who entered the hospital 
complaining of pain in the rectum of three 
months’ duration. This was accompanied by 
constipation. The pain persisted and she went 
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to a physician who examined her and found 
a mass in the rectum; she was then transferred 
to the Illinois Research Hospital. On examina- 
tion she did not appear acutely ill. She was 
fairly well nourished, whereas many of these 
patients with carcinoma of the rectum are 
poorly nourished. Her good condition is ex- 
plained by the fact that her symptoms were of 
very recent origin. It is very unusual, for us at 
least, to have patients with carcinoma of the 
rectum come in for medical care with such a 
short history. 

Her physical examination was negative ex- 
cept for her rectum and a blood pressure of 
188/116. The rectal lesion was about 3 cm. in 
size and located on the anterior wall of the 
rectum. This was a bit tender but was still 
mobile, indicating that it was operable. A 
biopsy was performed and the diagnosis of 
adenocarcinoma was confirmed. A Miles or 
combined abdominoperineal operation was 
performed. 

pR. COLE: What was the chief symptom that 
you complained of before operation? 

PATIENT: I had a terrible pain in my lower 
bowel and I went to a doctor and he discovered 
an ulcer. It was very, very painful. I couldn’t 
have endured it much longer. It was just some- 
thing that had to be taken care of. 

DR. COLE: Were you constipated at that time 

PATIENT: Yes, I began to get constipated in 
February. 

DR. COLE: Remember, of course, that many of 
these patients will shift over to a diarrhea. That 
is a bit off the subject, however. I want to dis- 
cuss the colostomy in more detail. We told you 
about irrigation of the colostomy; at first was 
this quite troublesome to you? 

PATIENT: No, I had no trouble at all with the 
irrigation. 

DR. COLE: It isn’t much of a bother now? 

PATIENT: No. I do it ‘every morning, and I 
take a pad and put it on and then a little gauze 
belt to hold it in place. 

pr. coLE: And then you have no more leak- 
age throughout the day except perhaps occa- 
sionally? 

PATIENT: Well, I ate some tomato soup the 


other day, and occasionally I would have a lit- 
tle leakage, but outside of that I have no trouble 
at all. 

pR. COLE: If you ate a lot of raw salads, would 
that cause more leakage? 

PATIENT: | haven’t tried that. I have been try- 
ing to stay closely to my diet. 

pr. coLE: That illustrates the point I men- 
tioned. You have to give the patients a diet and 
tell them that if they do break the diet to do so 
gradually, because it is apt to create a loose 
stool; that, of course, is very undesirable. 

You will note that this patient had very little 
trouble at any time with her colostomy; ap- 
parently she approached the experience with 
a very fine psychologic attitude and did not 
have to go through a period of several weeks 
of wondering whether or not she would be 
better off in a long box. She never had that 
emotional slump at any time. 


GASTROSTOMIES 


Gastrostomies are performed in one of two 
or three ways, depending upon the case and 
depending upon the purpose of the gastrosto- 
my. If a patient has an inoperable carcinoma of 
the esophagus, and is a poor risk, and you ex- 
pect a fatality reasonably soon, a Witzel type 
of gastrostomy will be the procedure of choice; 
however, if you expect the patient to have a 
long life expectancy, as when gastrostomy is 
performed for a stricture of the esophagus, the 
Witzel operation is not very desirable because 
it leaks secretions and food almost constantly. 
Under these circumstances, the patient has to 
wear bulky dressings. The discharge not only 
is irritating to the skin, but has a foul smell, 
and is therefore quite undesirable. You avoid 
this by doing either a Janeway or a Spivack 
type of gastrostomy. Both of these have a tube 
flap constructed from the wall of the stomach 
and brought outside for feeding purposes; in 
the Spivack gastrostomy a valve is made at the 
lower end which prevents leakage more effec- 
tively than the Janeway tube. 

In the Janeway or Spivack operation, a 
catheter is inserted through the tube for feed- 
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ing; it is removed after the liquid meal has 
been given. In the Witzel operation, the cathe- 
ter must be worn at ail times. If it is removed, 
it may be difficult to reinsert it; more than once 
attempts to reinsert these catheters after a Wit- 
zel operation have resulted in separation of the 
stomach from the abdominal wall with injec- 
tion of liquid into the peritoneal cavity. In 
the Janeway or Spivack operation, the patient 
can readily insert the tube himself and without 
danger. 

Also remember that if you are doing the 
gastrostomy for a stricture of the esophagus 
and want to get up through the stomach with 
an esophagoscope to dilate the stricture, you 
have to bring the tube out at an angle so that 
you can put your esophagoscope up into the 
stomach in the direction of the cardia. 


ENTEROSTOMIES 


As I remarked before, enterostomies were 
originally very popular and were performed 
proximal to intestinal anastomoses with the 
purpose of preventing distention, but they have 
become almost obsolete because of the improved 
gastric and intestinal decompression obtained 
by the Wangensteen technic. 


N THE first place, these enterostomies are a 
Loi dangerous; they cannot be performed 
without an occasional fatality; the omentum 
must be placed between the intestine and 
parietal peritoneum around the place where 
you have anchored the intestine to the abdomi- 
nal wall and surrounding the catheter; the 
sutures must be placed correctly lest they tear 
out and result in a leak inside the abdominal 
cavity. Such an accident might result in a local 
abscess, or, worse than that, generalized peri- 
tonitis. 

Enterostomies are still used occasionally by 
some surgeons for the purpose of feeding; a 
loop of jejunum distal to the gastrojejunostomy 
in a gastric resection is attached to the abdomi- 
nal wall and a tube placed in it at the termi- 
nation of the operation for feeding purposes. 


It seems to me to be much more simple to 
use an Abbott-Rawson tube, which has a two- 
lumen conduit in a single tube. One lumen is 
perforated about 10 inches from the end of the 
tube for decompressing the stomach. The end 
of the tube is placed in the jejunum. Inserting 
this tube allows us to decompress the stomach 
and at the same time feed the patient through 
the end of the tube placed in the jejunum. The 
tube is removed on the fourth or fifth post- 
operative day, when active feeding can usually 
be begun. 

We are utilizing this procedure in all mal- 
nourished patients upon whom we perform 
gastrectomy. In well-nourished patients the 
need for this simultaneous decompression and 
feeding is not so great. However, it appears to 
me to be a very sane procedure to adopt as a 
routine because such patients cannot take and 
assimilate much food by mouth for four or 
five days, and intravenous alimentation is in- 
adequate. We surgeons must admit that we 
have been guilty, too often, of starving our 
patients postoperatively. This is inexcusable 
and must be stopped. Patients upon whom we 
have performed a serious operation need 
calories just as badly as a soldier needs calo- 
ries or ammunition to fight a war. Why 
not give them these calories to help them carry 
the load we have inflicted upon them? We can 
do this fairly simply by feeding them through 
the Abbott-Rawson tube. This does not load 
down the stomach, and puts the food distal to 
the anastamosis where it puts no load on the 
suture line. 


BILIARY FISTULAS 


Such fistulas are, of course, common because 
whenever a stone is removed from the com- 
mon duct, a T-tube is usually inserted and 
removed two or three weeks later, thus result- 
ing in a temporary fistula. It is true that some 
surgeons sew up the opening in the common 
duct. I have done so only occasionally—pri- 
marily when dilatation was pronounced. 

When a T-tube is placed in a common duct 
following removal of a stone, certain routine 
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procedures should be adopted in the care of the 
patient. I personally do not recommend leaving 
this tube in longer than two weeks. I believe 
that after the inflammation in the terminal 
end of the common duct incident to the opera- 
tion has subsided, the tube can be taken out. 
After about ten days we clamp the tube for 
about an hour a day, and increase this clamping 
each day until the patient is able to tolerate 
the tube being clamped for a period of eight 
or ten hours. If it is painful, it usually means 
that there is a mild obstruction, suggesting of 
course that the tube should not be removed at 
this time. One should wait a few more days, 
watching the stool for bile and waiting until 
the tube can be clamped without pain. Unless 
there is obstruction, these fistulas will not drain 
longer than a few days after removal of the 
tube. The cause of obstruction may be either 
(1) residual stone, (2) local pancreatitis, (3) 
pancreatis of the fibrosing type, (4) carcinoma 
of the head of the pancreas, or (5) a stricture. 
Unfortunately, strictures are too often traumatic 
in type, but they can be purely inflammatory 
and not related to the operation. 

Occasionally a biliary fistula results from 
slipping of the ligature on the cystic duct. Al- 
though this may drain profusely for several 
days, it invariably closes within several days. 
On other occasions, following cholecystectomy, 
a biliary fistula will develop from the section 
of anomalous hepatic ducts connecting the gall- 
bladder with the liver bed. These likewise close 
spontaneously within a few days. 


age the gallbladder is drained a fistula 
is naturally created; ordinarily it will 
close within a few weeks. Occasionally this 
fistula is persistent and does not close. When 
it is persistent it usually means that there is 
an obstruction in the cystic or the common 
duct. Obviously, at the time of operation one 
should examine the common duct in every case 
and remove all stones present. If white bile is 
present in the gallbladder at the time of opera- 
tion, a diagnosis of obstruction of the cystic 
duct is almost always justifiable. If a cholecys- 
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tostomy is performed under such circumstances 
it will not close; therefore, the gallbladder 
should be removed unless the patient is acutely 
ill indeed. We don’t do very many cholecys- 
tostomies any more, largely because we learned 
that the inflammation accompanying cholecys- 
titis of this acute type is not bacterial but is 
primarily chemical; cholecystectomy in such 
cases is followed by surprisingly little reaction 
from the standpoint of infection. 


PANCREATIC FISTULAS 


This group is most commonly observed fol- 
lowing resection of the head of the pancreas. 
At the present time I do not know whether we 
should transplant the cut end of the pancreas 
into the intestine following resection of the 
duodenum and head of the pancreas, or 
whether we should ligate the pancreatic duct 
and close over the cut end without transplan- 
tation. There is not complete agreement as to 
how much dysfunction results from ligation 
of the pancreatic duct, thus preventing external 
secretions from entering the intestine. Such 
patients do not have a lot of trouble, but they 
do have some. They are apt to have a fistula 
at least for several weeks; it is possible that as 
time goes on we shall routinely transplant the 
stump of the pancreas into the intestine and 
thereby eliminate the pancreatic fistula. 

Fortunately, the secretions draining from the 
pancreas are not very irritating in themselves, 
although the skin does become red, irritated, 
and somewhat painful at times. Such fistulas 
always close spontaneously, but before doing so 
will alternately close up for a few days and 
break open. Frequently the patient complains 
of pain and distress while the fistula is closed 
and he gets relief when it is opened. 

The digestive disturbances accompanying 
pancreatic fistulas consist of dyspepsia, diarrhea, 
and fatty stools; the stools are bulky, and if the 
diarrhea is very pronounced the patient will 
lose weight and show evidence of malnutrition. 

This particular patient, who had a resection 
of the head of the pancreas for carcinoma, 
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illustrates that point. Do you still have this 
leakage on your dressing? 

PATIENT: Yes. 

DR. COLE: Is it getting any better than it was? 

PATIENT: Not much better. 

DR. COLE: First, I will set forth the important 
data in his history. He is 59 years old. He came 
in complaining of pain in the abdomen of a 
few weeks’ duration, with chills and fever. He 
was jaundiced for three weeks and had clay- 
colored stools; his appetite was poor and he 
had lost 15 pounds; malaise and weakness were 
pronounced. At the time he came in he had a 
high fever in the afternoon, dropping down to 
normal by morning; the diagnosis of suppura- 
tive cholangitis seemed quite obvious. We 
thought he probably had a carcinoma of the 
head of the pancreas in spite of the fact that 
he had a suppurative cholangitis, which ordi- 
narily does not occur in carcinoma of the 
pancreas; it usually occurs when you have 
obstruction of the common duct by stone. 

As an emergency operation, we had to drain 
his common duct, whereupon his fever and 
chills stopped and his jaundice lessened. We 
went ahead and resected the head of the pan- 
creas for the carcinoma, including the duode- 
num, in two stages. It was done in two stages 
because he had been so ill with his suppurative 
cholangitis. 

The operation was performed in the latter 
part of May 1944. You say that the drainage 
is still present? 

PATIENT: It is still draining. 

pr. coLE: He doesn’t think there has been 
much decrease. Does it irritate your skin? 

PATIENT: Very much. 

DR. COLE: Since the operation this patient has 
had some nutritional disturbances. He devel- 
oped a rather pronounced diarrhea of the 
steatorrhea type, whereupon he lost some more 
weight and developed a hypoproteinemia, re- 
quiring hospitalization to bring his proteins 
back up. His malnutrition is in good control 
now, but he still has the fistula. 

I have not seen, in fact I do not think I have 
heard of, one of these pancreatic fistulas which 
persisted permanently. This one has been pres- 


ent four months. Most of them will have dis- 
appeared by this time. 

The patient’s skin is covered with aluminum 
powder which protects the skin from irritation. 
However, the irritation is mild and there is no 
evidence of digestion of the skin as in a duo- 
denal fistula. 


DUODENAL FISTULA 


This is a serious type of fistula which tends 
to digest the skin and subcutaneous tissue. It 
taxes our judgment and knowledge to the ut- 
most in endeavoring to save the patient and to 
get the fistula to heal. Unfortunately it com- 
monly results from accidents during the opera- 
tion; the duodenum is either torn inadvertently 
or a clamp is put on it and the consequent gan- 
grenous area breaks down later, thus resulting 
in a fistula. Leakage of the duodenal stump 
following gastrectomy commonly results in a 
duodenal fistula. Probably the chief factor in 
this severe digestion is the activation of the 
trypsinogen of the pancreas by the enterokinase 
of the intestine. 


HAT can we do to protect the skin from 

this secretion? One should first try to 
apply something protective over the skin 
around the fistula. Numerous agents including 
kaolin, liquid latex, charcoal, zinc oxide, etc., 
have been recommended but none is entirely 
satisfactory. Neutralization of the ferments by 
irrigation with an acid solution has been sug- 
gested. Aluminum powder and aluminum 
ointment are more effective but not entirely 
satisfactory. An ointment made of aluminum 
powder, zinc oxide, and petrolatum, ounces 3, 
6, and 8, respectively, (Thorstad) is fairly ef- 
fective. The most effective procedure is suction, 
which was introduced by Cameron in 1924 or 
1925. The tract is catheterized by a small tube 
or catheter and suction applied to this tube; if 
you keep the secretions out of the wound you 
will get no irritation of the skin and over half 
of them will heal spontaneously after several 
days or a few weeks. However, as I stated, this 
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is the most dangerous of all fistulas and fatali- 
ties will occur in a large percentage of them. 


FECAL FISTULAS 


No doubt the most common accidental fis- 
tula is the fecal type developing five to ten 
days after laparotomy. As stated previously, the 
most common cause is injury to the bowel; this 
injury may actually be an undetected, and con- 
sequently unrepaired, laceration, or may be the 
result of application of a suture in the wall of 
the bowel during closure of the abdomen. On 
other occasions a suture line in some type of 
intestinal anastomosis breaks down. Explana- 
tions for the breakdown of a suture line are 
numerous indeed, and include such errors as 
too deep, shallow, tight, or loose, application 
of the suture, impairment of blood supply, ten- 
sion on the suture line, and obstruction distal to 
the anastomosis, the latter of which may cause 
a breakdown even in the presence of perfect 
technic. Naturally the wound will become 
acutely infected when the fecal fistula develops 
across it; it may have to be opened widely for 
drainage. 

No radical treatment is indicated for the 
fistula in its acute stage. After the infected 
wound clears, most of the fecal fistulas will 
close spontaneously, although some may drain 
for months. If drainage persists after seven or 
eight months, it should be assumed that opera- 
tive repair will be necessary. However, I wish 
to emphasize very strongly that no operative 
repair should be undertaken until it is proven 
by barium enema, etc. that an intestinal ob- 
struction distal to the fistula does not exist. 

Operative repair must be radical. Dissection 
of the sinus and ligation at the margin of the 
intestinal wall rarely is successful. Occasionally 
the fistulous tract leading into the intestine 
will be so narrow that its base can be inverted 
into the lumen of the bowel with a couple of 
purse-string sutures. More commonly, it will be 
necessary to resort to resection and some type 


of intestinal anastomosis. Sulfasuxidine should 
be given to the patient for four or five days be- 
fore the operation. Postoperative intestinal de- 
compression will be indicated in all cases. If 
the fistula is located in the large bowel and a 
resection is necessary, a Mikulicz resection will 
usually be satisfactory; if a primary anastomosis 
is performed, it may be necessary to do a tube 
colostomy proximal to the anastomosis for 
decompression. 














EDITORIALS 


POLIOMYELITIS SEASON 


URING 1946 apparently more cases of 
} poliomyelitis occurred in the United 

States than in any previous year with 
the possible exception of 1916. Although there 
is great variation in the frequency and average 
severity of poliomyelitis from year to year, a 
definite cyclic pattern has not been determined. 
The worst year recorded prior to 1946 was 
1916, but there is insufficient evidence to indi- 
cate that a particularly severe poliomyelitis sea- 
son occurs every 30 years! 

At the time of writing, it is impossible to 
tell whether 1947 will be “good” or “bad” for 
this disease. In most of the years of high polio- 
myelitis incidence the spring has shown iso- 
lated areas of early outbreaks, usually in the 
South. Apparently there has not been much of 
this in 1947. 

Regardless of the frequency or over-all se- 
verity of the disease this year, it is inevitable 
that there will be many cases of poliomyelitis. 
The mode or modes of spread are still matters 
of some dispute; there is, nevertheless, some 
evidence that person to person contagion is pos- 
sible, at least during the early phase. Perhaps 
it is safe to say that there is slightly more evi- 
dence for this method of contracting the dis- 
ease than there is for sewage pollution or insect 
vectors or any other single etiologic theory. 

Until the method of spread has become es- 
tablished, however, the physician is in the posi- 
tion of taking a middle course in cautioning 
avoidance of direct sources of infection but re- 
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sisting the hysteria which is all too easily 
aroused. He must continue to recognize the fact 
that in spite of the frequent disastrous conse- 
quences of poliomyelitis, it is a comparatively 
rare disease—and the public should understand 
this too. 

The ideal course of treatment is also still con- 
troversial. Adequate controlled studies of pres- 
ent methods of treatment with an impartial 
evaluation of the results is needed so that all 
victims of the disease can be given that form of 
treatment which can be shown to be superior. 
Controlled studies of the effects of treatment 
have been difficult to attain and evaluate. Con- 
sequently unanimity of opinion has not yet 
been achieved. 


THE ARTHRITIS PROBLEM 


RoGRESS in solving the arthritis problem over 
P the last ten years has been greater than is 
generally appreciated. To a large extent this 
comes from the splitting off of specific types of 
arthritis and the recognition of the importance 
of differential diagnosis. This means not only 
that more kinds of arthritis due to bacteria, 
such as pneumococcal arthritis and gonococcal 
arthritis, are recognized as such, but also that 
more are effectively treated by chemothera- 
peutic agents or antibiotics. It also implies that 
osteoarthritis, or degenerative joint disease, is 
now generally recognized as being primarily 
noninfectious in nature. Therefore this type of 
arthritis is correctly and more frequently treat- 
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ed in an entirely different manner than is rheu- 
matoid arthritis. 

Rheumatoid arthritis is the variety of joint 
disease at which the greatest efforts are being 
aimed to elucidate the etiologic factors, the 
pathogenesis, and to develop rational treatment 
procedures. 

Most features of rheumatoid arthritis indi- 
cate some kind of chronic infection, though if 
this is true the specific agent, or agents, have 
not yet been identified. Much has to be learned 
also concerning the pathogenesis of this disease, 
though research workers throughout the coun- 
try appear to be devoting more and more time 
to this subject. Therapy is, of course, an ever 
present problem, with constant attempts to 
weigh the relative value of non-specific and 
allegedly specific lines of activity. 

As was brought out at the recent meeting of 
the American Rheumatism Association in At- 
lantic City, some of the commonly employed 
treatments for rheumatoid arthritis consist in 
making the patient sicker than he was before. 
If the patient becomes sick enough and gets 


better, the arthritis may also improve. This is 
perhaps an unduly cynical point of view, but, 
nevertheless, when one considers, for example, 
the use of gold salts in the therapy of rheuma- 
toid arthritis, it has much to justify it. 

Few problems in medicine are more pressing 
than the adequate treatment of rheumatoid 
arthritis and the prevention of the terrible de- 
formities which all too often result in spite of 
any form of treatment tried. In the conquest 
of this important variety of the arthritides, re- 
search is all-important. The exchange of ideas 
and the reporting of research permitted by the 
renewed annual meetings of the American 
Rheumatism Association should further and 
accelerate the solution of these problems. 


EARLY DIAGNOSIS OF PSYCHOSES 
IN CHILDREN 
§ p= prognosis in mental disease, just as in 


many physical diseases, often depends upon 
how early in the disease the diagnosis is estab- 
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lished and treatment initiated. However, there 
are obstacles to early diagnosis of mental dis- 
eases, not the least of which is the fact that 
many mental disorders have their origin in 
childhood. This in itself is not so important, 
except that most pediatricians have little if any 
training as psychiatrists. For this reason, the 
recent report by Bradley of the behavior char- 
acteristics of schizophrenic children should be 
of especial interest not only to pediatricians but 
also to the general practitioner. 

An investigation of the behavior character- 
istics of 14 children diagnosed as schizophrenic 
revealed that these children exhibit eight espe- 
cially prominent characteristics. In the order of 
their frequency and apparent importance they 
are: 

Seclusiveness. 

Irritability when seclusiveness was disturbed. 
Daydreaming. 

Bizarre behavior. 

Diminution of personal interests. 
Regressive nature of personal interests. 
Sensitivity to comment and criticism. 
Physical inactivity. 

These traits were found to be diagnostically 
significant as early as the fourth year of life, 
and evidences of maladjustment usually were 
noted by the second year. While a well sub- 
stantiated diagnosis of schizophrenia in child- 
hood ordinarily carries a serious prognosis, it 
is nonetheless true that early diagnosis can 
bring about a salutary elimination or reduction 
of factors which intensify the child’s funda- 
mental maladjustment. Obviously, therefore, 
a thorough study of Bradley’s work is indicated 
for pediatricians and other physicians who have 
children as patients. 
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THE A. M. A. AT ATLANTIC CITY 


TS recent contennial session of the Amer- 
ican Medical Association held at Atlantic 
City broke all records for meetings of its kind. 
Attendance was over 15,000 registered fellows: 
symposia, general scientific meetings and the 


section meetings were almost universally well 
attended. The scientific material presented was 
of high quality and wide interest. 

Outstanding among the features of the ses- 
sion were the scientific exhibits. These exhibits 
invariably present in graphic form many of 
the latest developments in different branches 
of medicine. This year they were both larger in 
number and exceptionally wide in scope. The 
exhibit on congestive heart failure by Burch 
and Reaser of Tulane University School of 
Medicine, for example, illustrated the use of 
radioactive sodium as a means of studying 
physiologic and pathologic processes. This 
opens a new field of usefulness for the radio- 
active isotopes. This exhibit demonstrated that 
there is a much more prolonged retention of 
sodium (Na™) in congestive heart failure than 
there is in a normal person. 

The teaching possibilities of exhibit material 
were well illustrated by an exhibit on the use of 
models in cancer. This was prepared by Gold- 
man and Belsie. It included the use of life-size 
medical sculptures in full color showing varie- 
ties of neoplasms. The parts were interchange- 
able and were made of different consistencies 
of rubber to permit life-like palpation. Prob- 
ably this technic can be extended to many other 
types of lesions when the actual patients are not 
available. 

The special exhibit and demonstrations on 
fractures has been a popular feature of the 
A.M.A. scientific exhibits for many years. The 
popularity of these exhibits, as well as the spe- 
cial exhibits on physical medicine and the ques- 
tion and answer conferences on diabetes and 
cardiovascular diseases was reflected by the high 
attendance. 

Although the scientific exhibits and other 
features of the annual A.M.A. sessions furnish 
unexcelled sources for keeping up with the 
progress of medicine, the size of these meetings 
has become so great that the problems of lec- 
ture facilities, floor space, and housing have 
become increasingly complex. Also the enor- 
mous number of lectures, conferences and ex- 
hibits is so overwhelming as to cause a feeling 
of bewilderment. 
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ABNORMAL PROTEIN IN THE BLOOD 
we suffering from various diseases, the 


patient has in his blood stream proteins 
which are not present under normal conditions. 
These proteins have been isolated and crystallized. 
In the past this protein material, C-reactive pro- 
tein, has been thought to be related to the pneu- 
mococcal C polysaccharide. 

However, in a recent communication, McCarty 
has suggested that this relationship is fortuitous— 
that the C-reactive protein is a separate entity. Fur- 
thermore, it is not an immune antibody, as one 
might expect to find in conditions of disease. For 
C-reactive protein has no specificity for any incit- 
ing agent of the disease. Further, it appears in the 
acute stage, and disappears during convalescence. 
And it is in the albumin rather than in the globulin 
faction of the plasma. 

These findings have interesting implications and 
have initiated considerable speculation as to the 
origin and function of this material. Apparently, 
the regular appearance of the C-protein, or some 
similar material, is present in disease processes of 
noninfectious origin. One investigator, for example, 
found evidence of the existence of C-protein in 
the blood of six patients with myocardial infarc- 
tion. Thus, the appearance of this and similar ma- 
terials seem more or less a general phenomenon, 
characteristic of pathologic processes. 


SUGGESTED READING 
McCarty, Maclyn: The occurrence during acute infections 


of a protein not normally present in the blood. J. Exper. Med. 
85:491, May 1, 1947. 


DIAGNOSIS OF GONORRHEA 


od practitioners are aware of the limitations 
of the laboratory in determining whether a 
woman has or does not have gonorrhea. Yet cor- 


in Medicine 


rect diagnosis is a matter of first importance. It has 
legal and social, as well as public health value. 
Nevertheless, most communities require only a 
clinical judgment, supported by almost any sort 
of laboratory evidence. Recently, King has demon- 
strated that these methods do not suffice to assure 
public and patient that she is free of gonorrhea. 

Over 6,100 smears and 3,200 cultures were taken 
from 598 women in Cincinnati. They were studied 
by the City Health Department, whose laboratory 
is probably better than average but which has the 
ordinary diagnostic facilities found in most labora- 
tories—that is, nothing fancy or unusual, nothing 
that would make the data significantly different 
from those taken in the usual clinical laboratory. 

In this series, a single smear missed 59 per cent 
and a single culture missed 38 per cent of the in- 
fected cases. However, 3 smears and 3 cultures 
missed only 0.2 per cent. The cultures were 1.7 
times as accurate as the smears for diagnosis. But 
in detecting treatment failures, the two methods 
were of equal accuracy. Three smears and 3 cul- 
tures during the ten days after treatment missed 
8 per cent of the treatment failures. King suggests 
that the minimum effort for determining a cure 
should be a succession of smears and cultures. 
over a period of two months. 


SUGGESTED READING 


King, A. G.: An evaluation of the criteria of diagnosis and 
cure of gonorrhea in the female. Am. J. Obst. & Gynec. 
53:829, May 1947. 


PERSONALITY AND THE DIET 


itH the development of more reliable tests 

for the measurement or appraisal of person- 

ality, several novel problems for investigation 

have appeared. Not the least important of these 
has been the relation of diet to personality. 

Last year, Brozek and his associates reported 
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their investigation of normal young men who were 
maintained on restricted intakes of vitamin B- 
complex. Under these restricted dietary conditions, 
the men showed symptoms of personality deterio- 
ration long before any changes in their physical 
well-being could be observed. Depression, hysteria, 
loss of spontaneity, and increase in tension were 
commonly observed. When their diets were again 
normal, their personalities correspondingly re- 
turned to normal. 

Recently, investigators at the Office of the Sur- 
geon General, U. S. Army, and Northwestern 
University Medical School have, in a measure, 
confirmed these findings. Five subjects, during a 
period of restricted intake of vitamin B and pro- 
tein, showed personality changes, usually in the 
direction of hysteria, hypochondriasis, and depres- 
sion. Regression occurred when the initial normal 
diet was restored. 

These results, if repeatedly confirmed, can be 
of considerable social, as well as medical, signifi- 
cance. 


SUGGESTED READING 


Brozek, J., et al.: A study of personality of normal young 
men maintained on restricted intakes of vitamins of the B 
complex. Psychosomatic Med. 8:98, March-April 1946. 

Henderson, C. R., et al.: Changes in personality appraisal 
associated with a restricted intake of B vitamins and protein. 
Am. J. Med. Sc. 213:488, April 1947. 


REGIONAL INJECTION OF PENICILLIN 


EBILITATING and painful phlegmons of the 
Pie and throat have been found to respond 
quickly to local injection of penicillin made direct- 
ly into the lesions. The technic is relatively new 
because, in the past, antiseptics could not be so em- 
ployed. Not only were they tissue poisons, but 
there was actual danger of spreading the infection. 

Penicillin, however, is not a tissue poison; and 
experience indicates that infections are not spread 


by injecting penicillin directly into infected areas. 
Obviously, therefore, penicillin may be used in a 
manner more or less peculiar to itself. It may be 
placed in immediate contact with the offending 
organism. 

Three years ago Peck injected with penicillin 
multiple furuncles that occurred on the back of a 
diabetic woman. Regression was complete and 
rapid. Similarly, Otten injected furuncles with 
mixtures of penicillin and procain hydrochloride; 
and Rose and Hurwitz developed an interesting 
technic of injecting the whole region in which the 
furuncles occurred. Felon, carbuncle, perianal in- 
fection, cellulitis, and other infections yield to 
treatment. 

Local penicillin injection has now been applied 
to phlegmons of the nose and throat. Gettes treated 
by direct penicillin injection 26 consecutive 
otolaryngological patients. Response was imme- 
diate in most cases. Of 17 patients with peritonsil- 
lar phlegmon, g recovered within a day, and all 
had recovered within four days. Peritonsillar 
patients would be drinking comfortably and tak- 
ing a soft diet within twenty-four hours after in- 
jection; and they would be eating solids within 
forty-eight hours. Aside from these favorable re- 
sponses, the practice has merit because it requires 
the minimal amount of surgery. 

The penicillin was administered usually in doses 
of 50,000-100,000 units. Seldom was a total of more 
than 200,000 units required. 


SUGGESTED READING 


Peck, F. B.: Penicillin, with special reference to its use in 
infections complicating diabetes. Am. J. Med. Sc. 208:581, No- 
vember, 1944. 

Otten, A. J.: Penicillin and procaine hydrochloride. J.A.M.A. 
128:910, July 21, 1945. 

Rose, D., and Hurwitz, D.: The regional injection of 
penicillin in local infections. New Eng. J. Med. 234:291, Feb- 
ruary 28, 1946. 

Gettes, G. N.: Regional injection of penicillin in phlegmons 
of the nose and throat. Eye, Ear, Nose, and Throat Monthly. 
26:273, May, 1947. 
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Consultation Service 


This special consultation information service is offered as a regular monthly feature of Postgraduate Medicine. 
Readers are invited to call on this Service for answers to difficult medical problems from members of our Editorial 
Board best qualified to help. Each question will be answered by mail and those of general interest will be pub- 
lished each month. Address all communications to Consultation Service, Postgraduate Medicine, 512 Essex Build 


ing, Minneapolis 2, Minnesota. 


EPIDERMOPHYTOSIS 


QUESTION: What is considered the best treat- 
ment for epidermophytosis and other skin fungous 
infections? Are foot baths in common shower 
rooms still considered of value? If so what chemi- 
cals are used? M.D.—Kansas 


ANSWER: Recently the fatty acids, undecy- 
lenic, and propionic have been used extensively in 
epidermophytosis and other skin fungous infec- 
tions. These newer measures have not been found 
any better than older antifungous agents, as sali- 
cylic acid, sulfur, mercury, and chrysarobin. The 
former, however, are nonirritating, have very low 
sensitizing potentials and can therefore be used 
in all types of fungous infections of the skin. The 
prophylactic foot baths in shower rooms are now 
considered of no value in the prevention of derma- 
tophytosis. 


SUNBURN OINTMENTS 
QUESTION: I understand that the armed forces 


developed some ointments to prevent the sun’s rays 
from causing burns. Have these been used in any 
diseases characterized by photosensitivity? What 
is the composition of these agents? 


M.D.—Washington 


ANSWER: During the war innumerable sub- 
stances were tried as protective skin coatings for 
the prevention of sunburn. One of the most satis- 
factory agents was found to be dark red veterinary 
petrolatum. This product is not readily available, 
however, and most unpleasant to use. Ten per cent 
Salol (phenylsalicylate) in 70 per cent alcohol, or 
incorporated in an ointment base, has equally 
good screening properties. 

Some of the newer sun filtering agents, as 10 
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per cent para-aminobenzoic acid in 70 per cent 
alcohol, or in a cream base, seem superior to the 
first mentioned agents. These protective measures 
have been used not only to prevent sunburn but 
in such conditions as lupus erythematosus, hydroa 
varioliformis, and solar sensitivities induced by 
such drugs as the sulfonamides. 


PULMONARY SUPPURATIVE DISEASE 
QUESTION: In a case of pulmonary suppura- 


tive disease such as bronchiectasis, in which mul- 
tiple organisms have been cultured, should penicil- 
lin aerosol and streptomycin aerosol be used? 
Although oxygen is usually recommended, can 
compressed air be used instead? 


M.D—lowa 


ANSWER: Both penicillin and streptomycin 
aerosol might be tried. Unless the patient is suf- 
fering from oxygen want, compressed air could be 
used. 


CIRCUMCISION OF NEWBORN INFANTS 


QUESTION: An increasing number of obstetri- 
cians are circumcising newborn infants at the time 
of delivery. Is this a wise procedure? How great 
is the danger of hemorrhage? 


M. D—Minnesota 
ANSWER: Ie is still considered inadvisable to 


circumcise newborn infants until one has had an 
opportunity to observe their progress during their 
first few days of life. It is at least incautious to 
circumcise them at birth. Blood dyscrasias may lead 
to serious hemorrhages; moreover, the clotting- 
time of an infant’s blood changes materially in the 
first few days of life. 
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MALARIA 


QUESTION: A man, 32 years of age, who re- 
turned from the South Pacific two and one-half 
years ago where he had a severe malaria, complains 
of chills after any unusual exhaustion. I have seen 
him on one occasion, the chill was mild, and the 
temperature 99.0° F. Routine blood smear did not 
reveal any parasites. After adrenalin a thick smear 
was negative. He has now lived in an area where 
there is no malaria for two years. How long might 
he still have malaria? Should he be treated with 
anti-malarial drugs, and if so in what doses? 


M.D—Michigan 


ANSWER: The Veterans Administration rec- 
ommends withholding the diagnosis of malaria in 
the absence of parasites. In this case a search for 
another cause should be made. 

Malaria may persist for two or three years after 
the initial exposure. Only patients with malaria 
should be treated with anti-malarial drugs. 


LOBECTOMY FOR METASTATIC LESIONS 


QUESTION: I have heard that some surgeons 
have done a lobectomy for a metastatic lesion when 
the primary had been removed previously. Are 
there any cases reported in which this has mate- 
rially lengthened life? If so, in what type of 
tumors? M.D—Illinois 


ANSWER: A number of cases are now on rec- 
ord in which lobectomy, and even pneumonec- 
tomy, have been performed for metastatic lesions 
in the lung after previous removal of the primary 
lesion. Although it may be difficult to prove defi- 
nitely that life has been “materially lengthened” 
in these cases, there is reason to believe that it has 
been. Obviously the procedure is justified only 
when there is reasonable evidence that there are 
no other sites of matastases. Under these condi- 
tions, and especially if the original neoplasm was 
of a low grade, the operation would seem to be 
justified. Further justification lies in the low sur- 
gical risk which lobectomy and pneumonectomy 
now carry. 


PERNICIOUS ANEMIA IN PREGNANCY 
QUESTION: Please discuss the treatment of a 


patient with pernicious anemia occurring during 
the first pregnancy. What are the danger signs, 
especially as to the blood count? What dose of 
reticulogen should be used and how often should 
it be given? Should iron be administered? 
M.D.—Wisconsin 


ANSWER: It is assumed that the questions 
refer to pernicious anemia coincidental with preg- 
nancy rather than anemia peculiar to pregnancy. 

True anemia should be treated with adequate 
amounts of liver extract. A reticulocyte count 
should be taken before starting the therapy, and 
additional reticulocyte counts obtained on alter- 
nate days thereafter in order to note the results of 
the therapy. Forty-five units of a potent liver ex- 
tract should be given daily for a period of four 
days reduced thereafter to 15 units per day. Folic 
acid may be given with the liver, in the amount of 
30 mgm. per day. If an adequate reticulocyte rise 
is not obtained, the dosage of folic acid may be in- 
creased to 100 mgm. per day. 

It is well to prescribe 500 mgm. of Vitamin C 
orally daily during treatment, and if free hydro- 
chloric acid is shown to be absent by gastric analy- 
sis, hydrochloric acid should be prescribed. Also, 
a ferrous sulphate preparation is recommended, in 
the amount of 30 grains per day. 

The maintenance dose of liver extract should be 
arrived at by experimentation in each case. One 
should err on the side of overdosage. 

The treatment of so-called “pernicious anemia 
of pregnancy” would differ little from the regime 
mentioned above, but these anemias seldom re- 
spond well to liver, whereas spontaneous recovery 
is to be expected after delivery. Both folic acid 
and liver should be given, with an iron compound, 
and if necessary, transfusion of whole blood. 

As to danger signs, any marked anemia with 
the red cell count below 3,500,000 should cause 
concern, and be carefully studied as to nature and 
background of the disorder. 

If reticulogen is chosen as the preparation to be 
employed, its dosage should be compatible to that 
of regular liver extract. 


4 
7 
5 
i 

: 








whine ieee RS. anata carat +4 








orn: 





ry eee 














CONSULTATION SERVICE 61 


ABNORMAL BLOOD PROTEIN 
QUESTION: ]. T., male, sixty-seven years of 


age, farmer. While visiting in Chicago in July, 
1946, was seized with dysentery. Was in Presby- 
terian Hospital, Chicago, 12 days. The dysentery 
was controlled and x-rays made, which revealed 
no diagnostic lesion. He continued to lose weight. 

In late December, 1946, his diarrhea returned, 
and has persisted. He has lost about 35 pounds. 
He has distention, at times intestinal obstruction, 
so alarming on occasion, a Miller-Abbott tube was 
introduced for relief. Colon filling as late as April 
19, 1947- 

Impression: No evidence of any organic lesion 
of the colon but the sigmoid is herniated into the 
hernial sack and this produces considerable me- 
chanical obstruction both forward and retrograde 
which results in poor emptying of the bowel and 
retention of fluid and gas in the colon and some 
gas in the small bowel. 

No ova or parasites found in stool. Blood nor- 
mal; on April 11, 1947, his total blood protein was 
2.8; albumen 0.9; globulin 1.9. Between that date 
and April 25, 1947, he had four 500 cc. trans- 
fusions, plasma on two occasions and daily amino 
acid by mouth. On this date his total protein was 
3.2, albumen 0.45, globulin 2.7, a fall of 0.45 albu- 
men, 

This man had had hernial repair twice in ten 
years, which failed to hold. Could there be any re- 
lation between failure in the care of the hernia by 
surgery and this abnormal blood protein? 

One observer in Chicago thought his condition 
was due to amebic dysentery and hyperthyroidism. 

W hat suggestions can you give to raise the blood 
nitrogen constituent? What prognosis 1s offered in 
such a condition? 


M.D.—Washington 


ANSWER: Serum protein in these low concen- 
trations is seen in the presence of chronic nephro- 
sis, idiopathic steatorrhea or nontropical sprue, 
chronic ulcerative colitis and gastrojejunocolic 
fistula; more rarely, in profound malnutrition and 
starvation, in malignancy, in chronic pancreatitis, 
and in so-called idiopathic hypoproteinemia. Fail- 
ure to include urinalysis among the laboratory pro- 
cedures in the present instance implies that renal 
function was normal. The association of recurring 
episodes of diarrhea with hypoproteinemia directs 
suspicion to the bowel. Roentgenologic evidence of 
chronic ulcerative colitis, ileitis and gastrojejuno- 
colic fistula being absent, further investigation for 
evidence of idiopathic steatorrhea is indicated. 

Determination of the amount of fat in the 
stools, the concentrations of serum calcium, the 
size of erythrocytes, the prothrombin time 
(Quick), and the type of glucose tolerance curve 
obtained should give valuable information. Re- 
versal of the albumin-globulin ratio raises the ques- 
tion of hepatic disease, but such low concentrations 
of serum protein rarely are seen in, and the history 
is not that of, hepatic disease. Obviously, more in- 
formation is needed before an opinion as to etiol- 
ogy can be given. 

A low content of protein in the serum may re- 
tard healing of wounds, but because the history, 
as given in the instance at hand, does not indicate 
the existence of hypoproteinemia as long as ten 
years ago, recurrence of the hernia at that time 
could hardly be attributed to hypoproteinemia. 

A high oral intake of protein (150 to 200 gm. 
daily) should be employed, amino acids should be 
administered intravenously and blood transfused. 
Plasma may be administered, but there must be 
full realization of the dangers of serum hepatitis. 
The prognosis depends on the etiology, but unless 
a surgically removable lesion is found, the prog- 
nosis probably is poor. 











Staff and Serpent 


IS SCIENTIFIC MEDICINE TOO COMPLICATED? 


NE of the most glib of generalizations dis- 

pensed with pontifical infallibility by the 

brethren of the planned economy, argues 
that medicine has become too complicated for any 
one man to know it all. Sadly enough, even criti- 
cally minded physicians repeat this nonsense, pass- 
ing it on, as honest men do counterfeit paper, and 
thus giving it added currency by the credit of their 
persons. 

This widely current generalization, when not 
spoken in ignorance, is mendacious. It is menda- 
cious because it surreptitiously sneaks in a lying 
premise. The premise is that there was a time 
when some one man could know all of medicine: 
the sequential statement then follows—that now, 
because medicine has acquired so much knowledge 
it is beyond the competence of any one man to 
embrace it all. 

The fact is that at no time in the history of man- 
kind could any one man embrace all of the current 
medical knowledge, and the further back we go 
in history, the less of the total was it possible for 
him to encompass. Conversely, the closer we come 
to the present, the more of medicine can a man 
both know and understand. For modern science 
is in these respects vastly superior to the ancient 
science, that instead of giving us “systems,” it lays 
bare the basic principles by which there is gov- 
ernance of all there is in this universe, including 
man. 

The phenomena that were individual and dis- 
joined to the ancients are for us tied into one com- 
prehensible whole by the matrix of some natural 
law or principle, in physiology, or chemistry, or 
pathology. Before we knew of the tubercle bacillus 
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there were a host of distinctive phthisical disor- 
ders; and before we knew of pathogenic micro- 
organisms, bethink you, how many _ effluvia, 
miasma, distempers, dyscrasias, and psoras, were 
current as medical lore. 

What order into a bedlam of confusion did 
Schleiden and Schwann bring, and Hooke, and 
Dujardin, and Morgagni, and Virchow, and Pas- 
teur and Koch, and Claude Bernard and Cannon, 
and S. Ramon y Cajal, and Sherrington, and Freud! 
It is simpler far to be conversant with all that 
these men taught than to have known the theories 
and practices of the Hippocratic, Alexandrian, 
Pneumatic, Eclectic and other of the ancient 
schools. For the moderns speak a tongue that en- 
lightens and feeds the intelligence, whereas the 
ancients, by the witness of Galen, were too often 
and too much a garrulous lot bent on being, and 
delighted in being, contrary. Not that the schools 
were without merit, and many partisans honest 
and earnest. No! That’s beyond the point. But to 
know them all—-that is, to know all of medicine, 
was a hopeless task, or, if not hopeless, certainly 
profitless for all but the historian. 

But I flatter my brethren of the planned econo- 
my in expanding so broadly on what was, on their 
part, merely a vapid presumption. That isn’t what 
they meant, at all! What they mean is that in 
order to treat a sick man, the doctor nowadays 
has to know so much more than he can, in order, 
you see, that the man should be treated “first- 
class.” Here, too, there is something sneaky. The 
implication always seems to be that the hypotheti- 
cal sick man is seriously, yes, even desperately, ill. 
He never seems to be suffering from a simple 
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katzenjammer—or from a sunburn, an uncompli- 
cated cut; from simple constipation, or the like. 
No, he always has something which calls for a 
“professor” and numerous, intricate, special knowl- 
edges and instruments. 

But, of course, the picture is fake. We are deal- 
ing with the average doctor, and with his average 
patients, and I'll venture that on the scale of what 
is known and valid in medicine, the patient of to- 
day fares better at the hands and skills of his doc- 
tor, than did the patient of any other time, at the 
hands and skills of Ais doctor, as measured in the 
scales of what was then known and valid in medi- 
cine. 

No, it is not a case of God’s in His heaven, all’s 
right with medicine! There are some things that 
aren’t right. And one thing that wants righting is 
the deletion from the conversation of intelligent 
men of that ill-conceived and corrupting generali- 
zation about no man being capable of knowing 
all of medicine. No one ever claimed he could— 
and beside, it’s only a sneaky effort to discredit the 
general practitioner, so that we might the sooner 
come to realize the dream of dreams: teams of 
state-hired, state-paid medicos, working on a belt 
chain system of medicine; each one an expert, 
knowing more and more of less and less . . . and 
caring even lesser. 

The companion generalization to the one about 
no man knowing all of medicine, is, that the more 
scientific medicine grows, the more costly it be- 
comes. This, too, is taken with an uncritical ear- 
nestness, and repeated without reservation, by many 
who should know better. And yet perhaps they are 
little to be blamed, for this generalization is bol- 
stered with “fee tables and medical bills from the 
days of yore,” and the contrast with the fees and 
costs of today appears not only marked but in- 


dubitable. 


ET EVEN here the dice are frequently loaded, 
Ved the import of the figures is not what it is 
pretended to be. Thus as to fee tables: it much de- 
pends upon “when and where.” Half a dollar pur- 








chased so much meat at one time, and ten times 
as much at another. Unless, therefore, the purchas- 
ing power of the dollar, and the standard of living 
at the cited time, be taken into consideration, no 
valid comparisons are possible. But even if all the 
variable economic factors were properly evaluated 
and the calculations made precise down to a mil— 
what then? All that one could then say is that in 
1840 a hypothetical visit by a hypothetical patient 
to a hypothetical doctor, cost X units of money, 
and in 1940 the cost was Y times X units. 

That may delight the hearts of the brethren of 
the planned economy, for they love to have things 
figured out. But for the less naive there always re- 
mains the matter of what you get for your money, 
and, assuredly, the hypothetical patient visiting 
a hypothetical doctor in 1940, received an incal- 
culably superior “money’s worth” than his counter- 
part could have gotten in 1840. By superior 
“money’s worth” I mean not only better quality, 
but also Jess costly. Everyone recognizes the su- 
perior quality of modern medicine: few, however, 
recognize that it is in fact less costly, and that, not 
only in the relative, but also in the absolute sense. 
Illness for illness, if one takes into account not 
only moneys paid out but also losses in time, in 
productive competence, and in life span, it was 
more costly to be sick fifty years ago than it is 
today. 

No, it is not true that the more scientific medi- 
cine grows the more costly it becomes. Quite the 
contrary! Contrast what it cost to treat a case of 
pneumococcus pneumonia (plus its almost inevit- 
able complications) in 1880, with the costs of the 
same case in 1920, and again in 1947. Make the 
same calculation for the case of diabetes; of per- 
nicious anemia; of osteomyelitis; of a Niserian in- 
fection; and you will see that it isn’t true that the 
more scientific medicine grows the more costly 
it becomes. No! The more scientific it grows, the 
more of it is to be had, and those who would have 
all of its benefits must be ready to exchange some 
of their pottage for the birthright of better health. 


G. 








Book of the Month— A Report 


DISEASES OF THE CHEST* 


VALUABLE contribution to the basic under- 

standing of the diagnosis and treatment of 

diseases of the chest is presented by Eli H. 
Rubin, M.D., and Morris Rubin, M.D., of New 
York City. The authors state that they are empha- 
sizing roentgen diagnosis but they do not neglect 
disturbances in pathologic physiology which, in 
the last analysis, are also essential in diagnosis and 
treatment. Important contributions from the litera- 
ture, as well as personal experiences, are included 
so that the book has definite merit for the chest 
specialist as well as the general practitioner and in- 
ternist. Excellent illustrations and roentgen repro- 
ductions are used profusely and add much to the 
more complete understanding of the topics pre- 
sented. 

The contents of the book are divided into six 
major sections. The initial section deals with ana- 
tomic considerations and the technical aspects of 
chest roentgenography including fluoroscopy, usual 
roentgen technics, angiography, 
kymography, fluorography and mass roentgenog- 
raphy. The technic and importance of broncho- 
spirometry in determining the respiratory function 
of each lung separately is outlined carefully. This 
test is important when bilateral collapse measures 
are used in the treatment of pulmonary tubercu- 
losis. The advantages of roentgen diagnosis as com- 
pared to physical examination are stressed. 

The second section deals with acute and chronic 
pneumonias. The means of avoiding toxic reac- 
tions to the sulfonamides are emphasized. The 
authors believe that penicillin should be preferred 
to the sulfonamides when renal disease, previous 
nephrectomy, urinary tract obstruction, liver dis- 
ease, blood dyscrasias, or a history of toxic reac- 
tions to sulfonamides are present. Complications of 


tomography, 


*Diseases of the Chest: Emphasizing X-ray Diagnosis. By Eli 
H. Rubin, M.D. and Morris Rubin, M.D. 685 pages, 335 illus- 
trations with 24 plates in color. W. B. Saunders Company, 


Philadelphia & London. 1947. $12.00. 


the sulfonamides which must be guarded against 
are referable to the gastrointestinal tract, the nerv- 
ous system, and the kidneys. Other important re- 
actions include the blood dyscrasias, skin eruptions, 
sensitization phenomena including drug _ fever, 
arthralgia and lymphadenopathy. 

For the average case of pneumococcal or strepto- 
coccal pneumonia, the recommended dosage is 
15,000 units of penicillin intramuscularly every 
three hours throughout the day and night. Sulfa- 
diazine is recommended for the uncomplicated 
case of pneumococcal pneumonia, if seen early, 
because of the ease of its administration and its 
proved efficacy. However, penicillin is advised 
when the pneumonia fails to respond in forty- 
eight hours or if complications develop. Hemolytic 
streptococcal infections are preferably treated with 
penicillin from the outset because they are often 
associated with severe complications. 

Suppurative pneumonias or lung abscesses are 
classified as embolic, bronchiogenic and those sec- 
ondary to other pulmonary diseases or pathologic 
processes in adjacent organs. The important com- 
plications result from spread of the disease to the 
pleura or other organs, particularly the brain, 
spleen, liver or kidneys. Bronchiogenic aspiration 
in the same or contralateral lung and extension to 
the mediastinum occur occasionally. It is empha- 
sized that lung abscesses should not be permitted 
to become chronic before surgical intervention is 
planned. The authors feel that surgery is indicated 
if there is any tendency for the abscess to enlarge 
or become chronic but that spontaneous healing 
may occur early in at least 50 per cent by means 
of chemotherapy and adequate postural drainage. 

The treatment of putrid lung abscess is sum- 
marized as follows: (1) the determination of the 
type and exact location of the abscess; (2) chem- 
otherapy, postural drainage and supportive meas- 
ures as long as the abscess shows signs of healing 
spontaneously; and (3) surgical drainage if there 
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Parasternal 


BOOK OF THE 


Traumatic laceration Inflammatory necrosis 


MONTH 


From: Diseases of the Chest by Rubin 


Situations of congenital structural defects and traumatic lacerations of the dia- 
phragm which cause the more common types of diaphragmatic hernia. (S. W. Harring- 


ton: West. J. Surg., Vol. 44.) 


is no tendency to healing or if there are other 
pressing indications. 

The third section of the book is concerned with 
pulmonary tuberculosis. The view is expressed that 
the primary infection with the tubercle bacillus 
leads to early generalization and development of 
scattered hematogenous foci. The importance of 
routine mass roentgen surveys is stressed and it is 
pointed out that about 1 per cent of clinically 
significant tuberculosis will be found in unselected 
segments of the population. Of these, about one- 
third will have active pulmonary tuberculosis and 
two-thirds arrested or inactive disease. In those 
patients who have developed symptoms, the onset 
will be insidious, catarrhal, pleural, hemoptoic or 
pneumonic. 

The important laboratory procedures recom- 
mended for the diagnosis of pulmonary tuberculosis 
are frequent examinations of sputum or gastric 
contents for tubercle bacilli, the erythrocyte sedi- 
mentation rate, and the tuberculin test. The ac- 
cepted methods of examination for the recovery 





of tubercle bacilli are given in some detail. The 
authors agree that the presence of the organism 
is the only infallible evidence of the existence of 
pulmonary tuberculosis. 

The decreasing incidence of complications in 
pulmonary tuberculosis is pointed out in the next 
chapter. This is thought to be due to earlier diag- 
nosis and improved methods of treatment. Illus- 
trative figures are quoted from the New York 
Municipal Sanatorium, Otisville, New York, where 
in 1914, 25.6 per cent of the patients examined had 
laryngeal tuberculosis as a complication while in 
1941, the incidence had decreased to 3.6 per cent. 
The handling of nontuberculous conditions such 
as amyloidosis, syphillis, heart disease,- diabetes, 
and pregnancy when these coexist with tubercu- 
losis is described. 

The medical and surgical treatment of pulmo- 
nary tuberculosis is discussed in the following 
chapter. The nonspecific and specific therapeutic 
measures are described and pneumothorax is out- 
lined in some detail. BCG is mentioned briefly 
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and its importance in this country is judged not 
great due to the continuing decline in the preva- 
lence of tuberculosis. There is just a brief mention 
of streptomycin which is undoubtedly due to the 
completion of the book prior to the reports of its 
clinical use in tuberculosis. The surgical measures 
considered valuable include intrapleural and ex- 
trapleural pneumonolysis, diaphragmatic paralysis, 
pneumoperitoneum, thoracoplasty, cavity drainage, 
and lung resection. 

The fourth major section deals with other im- 
portant diseases of the lungs and bronchi. The 
authors discuss the pneumonoconioses and other 
occupational hazards in some detail and stress the 
importance of differentiating between 
silocosis and silocosis with infection. Seven specific 
measures for prevention of silicosis are outlined. 


simple 


Bronchial obstruction and its relation to diseases 
of the lungs, mediastinum, heart, esophagus, and 
spine is treated with the respect it deserves. It is 
emphasized that postoperative atelectasis may be 
prevented by specific preoperative, operative and 
postoperative precautions. The developmental fac- 
tors in bronchiectasis are described as bronchial 
obstruction, infection, atelectasis, secretory pressure, 
and pulmonary fibrosis. The generally poor prog- 
nosis of bronchiectatic patients is stressed and Perry 
and King are cited as reporting that 41 per cent 
of 144 patients had died within five years of the 
onset of the bronchiectasis and only 15 per cent 
remained alive for twenty years or longer. 

Medical measures recommended for therapy in- 
clude prevention, postural drainage, bronchoscopy, 
and chemotherapy. The low mortality of surgical 
extirpation is stressed but, the authors point out, 
only a small percentage of patients with bron- 
chiectasis meet the indications for lung resection. 

The fundamental nature of bronchial asthma is 
discussed according to predisposing, secondary, 
and excitive factors. Pulmonary complications 
usually associated with bronchial asthma are con- 
sidered chiefly the result of bronchial obstruction 
and infection. Loeffler’s syndrome, an_ allergic 
pneumonia often developing in chronic asthmatics, 
is stressed to differentiate it from tuberculosis and 
atypical or viral bronchopneumonia. 

The increasing incidence of bronchiogenic car- 
cinoma is ascribed to an aging population, im- 


proved methods of diagnosis, and a greater accu- 
racy in histologic differentiation. According to this 
text, there are no pathognomonic symptoms of 
bronchiogenic carcinoma and the diagnosis is de- 
pendent upon roentgenology and bronchoscopy. 
The physician is advised to follow the principle 
that any obscure lung disease occurring in an in- 
dividual of cancer age is carcinoma unless proved 
otherwise. Pneumonectomy is described as the only 
treatment but diagnosis is usually made too late. 

The fifth section of the book is devoted to dis- 
eases of the mediastinum, diaphragm, pleura, and 
related structures, including heart-lung disease. 
The mediastinal abnormalities are discussed under 
the headings of displacements, emphysema, infec- 
tions, tumors, and lymph nodes. The differential 
diagnosis of mediastinal lymphadenopathy includes 
tuberculosis, coccidioidomycosis, lymphoblastoma 
and metastases. Mention is made of the marked 
increase in reported cases of diaphragmatic hernia 
due to improvement in diagnostic methods. 

The chapter on pleural effusions includes a dis- 
cussion of fibrinous pleurisy, pleurisy with effusion, 
and purulent effusions as well as the hydrothorax 
accompanying decompensated heart disease. The 
authors point out the difficulties encountered in 
making a definite diagnosis of the underlying dis- 
ease in primary pleural effusion and emphasize 
that “idiopathic” pleurisy in a young adult is tuber- 
culous unless proved otherwise. 

Aspiration of pleural effusions is indicated for 
cytologic and bacteriologic study as well as for 
therapeutic purposes. The discussion states that 65 
to 85 per cent of hemorrhagic pleural effusions are 
caused by malignant neoplasms of the lungs and 
pleura, although simple serous effusions may also 
be produced by carcinoma. They recommend 
search for tumor cells in examination of both 
hemorrhagic and serous effusions. 

The concluding section of the book covers the 
principles of surgical treatment, emphasizing pre- 
operative and postoperative care. The differences, 
from a surgical standpoint, between the individ- 
ual with acute suppurative disease of recent origin 
and the chronically ill patient with chronic pul- 
monary suppurations, bronchiectasis, neoplasms, 
and tuberculosis are stressed from the standpoint 
of preoperative medical care and the frequency 
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of postoperative complications. Bronchoscopic 
examination to determine the operability of neo- 
plasms, the exact localization of abscesses, and the 
presence or absence of endobronchial tuberculosis 
prior to the induction of pneumothorax is recom- 


mended whenever cases involving these conditions 


are encountered. 

Brief discussions of surgical technic are in- 
cluded to enable the student to appreciate what 
the thoracic surgeon is doing. The final chapter 
deals with chest emergencies and includes treat- 








From: Diseases of the Chest by Rubin 


Open and closed methods of treatment of empyema thoracis. (Courtesy, 
Dr. C. Latimer Callander, Surgical Anatomy.) 


traumatic hemothorax, traumatic and 
tension pneumothorax, crushing chest wounds, 
and _ thoraco-abdominal injuries. 

An excellent bibliography is included for each 
subject discussed and the contents are well indexed. 
There are few typographical errors. There is one 
error of some importance on page 81 where the 


ment of 


dosage of sulfadiazine is given as approximately 
0.5 gm. per pound where 0.05 gm. per pound is 
probably meant. This book can be recommended 
to all physicians interested in diseases of the chest. 


>. C, 
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MANY MEN, AS THIS MONTAGE SHOWS, TAKE PART IN THE BIRTH OF A NEW DRUG 











Birth of a Drug 


HERE Was a time when compounding a 
remedy was like making a witch’s brew. A 
little of everything available was used on 
the theory that at least one of the conglomerate 
elements would benefit the patient. Now modern 
scientific and industrial technics have been wedded, 
and the old theory is reversed. Every effort is 
made to eliminate all but the essential ingredients. 
Today research is planned. A new therapeutic 
agent is the result of the coordinated efforts of a 
team of scientists. Rarely is a new drug discovered 
by one man or by recognition of a fortunate acci- 
dent. The spectacular exception, penicillin, merely 
proves the rule. More typical is streptomycin. 
The objective of Dr. Selman A. Waksman and 
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PHARMACOLOGIST TESTS THEORIES 


his associates was an antibiotic that would destroy 
gram negative bacteria in the body without exert- 
ing toxic or other undesirable effects. The bacteri- 
ologist devised special methods for isolating an- 
tagonistic organisms from enriched soils, composts, 
manures, and peat bogs. Thousands of actinomy- 
cetes and fungi were isolated and the antibiotics 
they excreted were studied. 

The pharmacologist has been, and still is, con- 
cerned with elucidating the nature of erratic un- 
toward reactions with streptomycin. 
With him works the organic chemist. Together they 
devise innumerable screening tests to obtain the 
maximum amount of information. Vivid imagi- 
nation, keen insight and untiring application are 
needed to bring a new drug to the bedside of a 
patient. , 


associated 








CLINICAL TRIALS FOR 
EFFICACY, SAFETY AND 
OPTIMUM DOSAGE 
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CHEMICAL ENGINEER 
DEVELOPS MANUFAC- 
TURING PROCESSES 
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A major role is played by the biochemist in the 
development of new drugs, and in isolating and 
identifying substances having therapeutic merit. 

Evaluation of a new therapeutic agent depends 
upon the results of careful clinical trials. The clin- 
ician is the indispensable cog in the modern ma- 
chinery necessary for the development of a new 
drug. His is the final decision as to the usefulness 
and safety of the new product. 

Nowadays the clinical investigator is seldom a 
solitary worker, but is a leader of a team of spe- 
cialists. By association with colleagues in other in- 
stitutions he is able to broaden and hasten his at- 
tack on a problem. 

Often the solution of a problem by a clinician 
raises new problems which are referred back to the 
organic chemist, the pharamacologist, the bio- 
chemist or other laboratory scientists, thus initiat- 
ing a new chain of investigation. 

Thus, as a result of the combined efforts of 
many trained men, the physician is able to pre- 
scribe for his patient, confident that the ingredients 
are tried and tested and that the medicament will 
act in an expected and predictable manner. 








DRUGS FINALLY PACKAGED AND READY FOR FILLING 
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What Other Editors Think 


Editorial Evaluations of Current Contributions To Medical Progress 


NICOTINE AND FERTILITY 


HERE are now in the literature several papers 
"Tivhich show that nicotine when administered 
daily to animals over a period has some effect on 
fertility, as indicated by the occurrence of abortion, 
of premature births, of stillbirths, and of a decrease 
in the number of young born. 

There are also a good many reports on human 
subjects, though these are mostly less convincing 
than that of Phillips, who established a relation be- 
tween smoking and immotility of spermatozoa in 
a young man. When he stopped smoking motile 
sperms appeared; when he resumed smoking mo- 
tility disappeared; when he stopped again motile 
sperms appeared again. 

Thienes, Lombard, and their colleagues have re- 
cently described some experiments in which they 
have measured the fertility of rats injected daily 
with nicotine in comparison with that of control 
rats injected daily with saline. 

There were three experiments in which, taking 
the three together, 92 pairs of control rats were 
compared with 83 pairs injected with nicotine. Of 
the control pairs only 17 per cent were not fertile 
over a period of nearly twelve months, while of the 
pairs injected with nicotine as many as 33 per cent 
were not fertile. Not only was the percentage of 
non-fertile rats about twice as great in those in- 
jected with nicotine as among the controls, but the 
number of progeny was much less. Each control 
pair had on the average 28 young in the experi- 
mental period, while each pair receiving nicotine 
had only 19 young. The doses of nicotine were 2.0 
to 2.5 mg. per kg. given twice a day, and were 
nearly as large as could be given without causing 
convulsions. 

Lombard has pointed out that the relative daily 
dose injected into rats in these experiments would 
correspond to the maximum amount of nicotine 
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which could be absorbed from 4o cigarettes. Lom- 
bard’s estimate of the amount of nicotine absorbed 
seems excessive; it would be difficult for the most 
determined inhaler to take in 7 mg. from one ciga- 
rette, and there is good reason to believe that a 
cigarette normally yields about one-tenth of this. 
But Lombard assumes that the rat and man are 
equally sensitive, and again there is good reason 
to believe that man is much more sensitive to nico- 
tine than the rat. In the effect of nicotine on the 
hypothalamus, man is from 100 to 200 times more 
sensitive than the rat. 

Here then is an important addition to the evi- 
dence that smoking is far from being a harmless 
habit. 

British Medical Journal, 4496, p. 303. 


STREPTOMYCIN RESISTANCE 


HE older anti-infective drugs, quinine and 
get een stimulate the body defenses 
rather than being in themselves directly plasmodici- 
dal or spirocheticidal. Characteristic of modern 
chemotherapy as contrasted with that of a genera- 
tion ago, is that the 77 vivo and in vitro antiseptic 
actions tend to parallel one another closely. 

Penicillin is believed to act only upon rapidly 
growing organisms, and to destroy them at the 
time of fission. Streptomycin’s activity has its ef- 
fect upon intermediary metabolism, upon a phase 
of cell nutrition, rather than upon the bacterial 
cell just at its time of division. Streptomycin differs 
from penicillin also in that it has some direct bac- 
tericidal action upon resting, non-growing, bac- 
terial cells. 

Resistance to streptomycin develops rather quick- 
ly in rapidly growing cultures. A very susceptible 
organism may be cultured in a medium which con- 
tains some streptomycin for perhaps a dozen sub- 
cultures, following which it is no longer susceptible 











WHAT OTHER EDITORS THINK 


to fairly high concentrations of the drug. This par- 
ticular organism is then resistant in the growing 
and in the resting stage. Resistance, however, de- 
velops only in growing organisms, not in those 
which are left suspended in contact with strep- 
tomycin. Growth and presumably internal metabo- 
lic change are necessary for development of the 
characteristic of resistance. The acquired immunity, 
however, then becomes inherent in the strain at 
least for a considerable period. 

Resistance to the antibiotics thus may be easily 
developed in vitro and presumably by the same 
mechanism in the human host. However, another 
mechanism of in vivo resistance has been sug- 
gested, which depends upon the escape of suscep- 
tible bacteria into the reticulo-endothelial cells of 
the body where streptomycin and penicillin do not 
penetrate. It is not difficult to maintain a high con- 
centration of penicillin or streptomycin in the blood 
stream; however such tissues as the liver and 
spleen ordinarily remain negative for the anti- 
biotics. Nelson and associates of Frederick, Mary- 
land, suggest that this escape into the body tissues 
may explain many of the failures to cure complete- 
ly with streptomycin. Certain pathogenic bacteria 
are facultatively intra- or extra-cellular, that is, 
they are capable of development either outside of 
or within the host cells. Nelson and associates in- 
vestigated the possibility of combining streptomy- 
cin with a colloidal compound which might 
enable the antibiotic to penetrate into the liver and 
spleen cells. 

They chose trypan blue, a dye prepared with the 
desired electric charge and proper degree of acidity. 
Experimental mice and guinea pigs treated with 
the streptomycin-dye combination showed the anti- 
biotic in the blood and also in the organs which 
are rich in endothelial tissue, the liver and spleen. 
Streptomycin appeared within an hour after the 
trypan blue-streptomycin suspension was injected 
and the level remained high for twenty-five hours. 
Streptomycin not only entered the liver and spleen 
and remained there for twenty-five hours, but these 
organs at all intervals contained a higher level than 
did the blood stream. The streptomycin-dye sus- 
pension appeared to be concentrated in these 
organs. 


Southern Medical Journal, Vol. 40, p. 449. 


RADIOPHOSPHORUS 
—. like Sir James Shadwick state that 


artificially produced radioactive elements pre- 
pared in atomic piles will soon be readily obtain- 
able for the treatment of disease. Two questions 
at once arise: for what conditions is such radio- 
active treatment useful, and how is the “dose” to 
be controlled? 

Studies of the fate of P** in the body showed that 
it is rapidly taken up by both red and white blood 
cells within the first twenty-four hours; the red 
cells lose their P** after forty-eight hours, but 
leucocytes retain their quota for a very long time, 
mainly in the nuclei. The tissues that take up most 
P*? are bone-marrow, lymph-nodes, liver, and 
spleen; leukemic tissues take up much more than 
normal tissues. Many, but not all, forms of neo- 
plastic tissue selectively absorb radiophosphorus. 
The degree of cellularity influences the uptake— 
for instance, in Hodgkin's disease the uptake of 
P** decreases with increasing fibrosis of the lymph- 
nodes—because P**, like normal P*', is built into 
nucleoprotein; so the tissues multiplying fastest 
take up most P**. Since the presence of much P*’ 
reduces the uptake of P, in therapy the propor- 
tion of P* should be kept as low as practicable. 
Unfortunately with P**, as with other lethal sub- 
stances, the difference between the concentrations 
in neoplastic and normal tissue is not wide enough 
to allow the former to be destroyed without affect- 
ing the latter; if enough P** were given to destroy 
all the leukemic cells, the tissues producing red 
cells and platelets would also be fatally affected. 

The radiophosphorus was used in the form of 
diabasic sodium phosphate in an isotonic solu- 
tion (15 mg. Na,HPO, per c.cm.). The initial 
activity of such a solution was 0.20-0.40 millicuries 
per c.cm.; it gradually lost activity, but could be 
used until 0.04-0.05 millicuries per c.cm. was 
reached. Small frequent intravenous injections 
were given in preference to doses by mouth; the 
initial dose was 0.1-2.5 millicuries, and treatment 
was at first given two or three times a week. When 
the oral route was used the doses were larger, 
since only about 75 per cent of the dose is ab- 
sorbed. For comparison with x-ray treatment it 
has been calculated that if 1 millicurie of P** is 
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retained for twenty-four hours by a 70 kg. adult, 
the effect will be equivalent to 0.6 roentgens of 
whole-body radiation. 

The dose was carefully controlled by watching 
changes in the peripheral blood; in leukemias with 
high white-cell counts, and in polycythemia, the 
aim was to restore the blood count to normal. In 
other diseases control was not so easy; in malig- 
nancy and Hodgkin’s disease the treatment was 
continued until blood changes showed that bone- 
Marrow activity was depressed; leukemic patients 
without a raised white-cell count received doses 
similar to those found effective in the commoner 
type; in a few patients serial bone-marrow punc- 
tures were used. The dose required to bring about 
a given effect varies greatly from patient to pa- 
tient, even in clinically similar stages of disease. 
The dose must therefore be carefully controlled 
and adjusted to the response in every case. 

The best results have been in polycythemia vera. 
In chronic myeloid leukemia treatment greatly 
relieved the symptoms, reduced the size of the 
spleen and produced a remission in the anemia. 
P** did not affect acute relapses or typical acute 
forms; nor, oddly enough, did it reduce enlarged 
lymph glands which had resisted x-ray treatment. 
In lymphatic leukemia P** gave less satisfactory 
results; a similar treatment scheme somewhat im- 
proved signs and symptoms, but not so much as 
in myeloid leukemia. Monocytic leukemia did not 
respond at all, and patients with multiple mye- 
lomas obtained only insignificant relief. In Hodg- 
kin’s disease and lymphosarcoma the results were 
poor compared with those of radiation. A few 
patients with other forms of malignancy, such as 
carcinoma of the breast and gallbladder, and ma- 
lignant melanoma, were given P** without any 
effect. 

The Lancet, Vol. 252, p. 


STREPTOMYCIN 


sagan has been generally available to 
the medical profession of this country for sev- 
eral months, and by now, most physicians have had 
the opportunity of observing the use of strepto- 


mycin in occasional patients of their own or of 
their colleagues. A considerable literature dealing 
with this antibiotic has also accumulated and many 
additional reports of its use will undoubtedly con- 
tinue to appear in the near future. A fairly thor- 
ough review of the available literature on this topic 
is presented in this issue and in the preceding issue 
of the Journal. 

Streptomycin, as pointed out in this review, has 
not lived up to all that was expected of it when it 
first made its appearance. It has, however, provided 
an effective cure for certain infections for which 
other available antibacterial agents have not proved 
successful and offers an alternative or additional 
agent in some infections that are only partially 
affected by sulfonamides, penicillin, or specific im- 
mune serums. It is the first agent to receive careful 
and extensive study in the treatment of tuberculo- 
sis, with some promise of at least limited success. 

The exact place that streptomycin will occupy 
in the treatment of infections, particularly tuber- 
culosis, cannot be predicted at this time. Its greatest 
disadvantage has proved to be the great ease with 
which resistant strains become established during 
the course of treatment. This alone may eventually 
limit, if not entirely vitiate, its usefulness in tuber- 
culosis and in other infections, particularly those 
whose courses tend to be subacute or chronic. Its 
toxicity, although not of a high order, is significant. 
This is particularly true of the otic complications, 
which seem to be caused by the antibiotic itself and 
not by any impurity and which may leave serious 
and possibly permanent damage. Moreover, the 
treatment is expensive by any standard, and is like- 
ly to remain so. 

These facts justify a sustained and intensive ef- 
fort to discover new, more potent, and more widely 
effective chemotherapeutic and antibiotic agents. 
The discovery of the chemical structures of peni- 
cillin and streptomycin and the recent advances 
in the knowledge of bacterial metabolism in rela- 
tion to chemotherapy offer considerable hope for 
synthesis of such agents in the not too distant 
future. In the meantime, the best use should be 
made of the agents that are now available. 

The New England Journal of Medicine, Vol. 
236, p. 766, Robert N. Nye, M.D., Managing 
Editor. 





